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leadache is a symptom which is found in a variety 
of conditions. Two of the commonest syndromes in 
which it plays an important role are those associated 
with trauma and the reaction patterns expressed in 
psychoneurosis. In our clinic these two types of head- 
aches far exceed all other groups in number. 

Because of the lack of unanimity with ysespect to 
diagnostic criteria in the classification of various types 
of chronic headache, we wish first to present and dis- 
cuss briefly the criteria used in this study. 

Patients classified as having post-traumatic headaches 
fulfilled the following criteria: the headaches of which 
they complained appeared after head trauma and per- 
sisted for longer than two months following the 
trauma. No attempt has been made in the present 
study to subdivide this group of patients further in 
any way for purposes of statistical analysis and com- 
parison, e. g., open versus closed injuries and duration 
of coma after injury. 

Considerable difference of opinion exists as to the 
nature of the most important factors in the causation 
of post-traumatic headaches. A summary of the views 
of many authors? reveals essentially three opinions. 
Some consider the causative factors to be exclusively 
psychologic, some to be exclusively physiologic and 
some to be composed of both factors. The latter view 
has been emphasized previously by us? and appears to 
be supported by the greatest weight of the evidence 
presently available. : 
_ The physiologic mechanisms which are presumably 
involved in the production of post-traumatic headaches 
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are: (1) distention of cranial blood vessels, (2) sus- 
tained contractions of the skeletal muscles of the head 
and neck and (3) scarring of the extracranial soft 
tissues.* Psychogenic factors include the immediate 
emotional effect of the injury (e. g., anxiety, depres- 
sion, resentment or frustration), the pretraumatic neu- 
rotic tendencies or conflicts of the patient and the 
psychic conflicts due to the environmental stresses 
incident to the injury. 

Patients classified as having psychogenic headaches 
fulfilled the following criteria: their headaches regularly 
occurred in conjunction with psychic conflicts or situa- 
tions of psychic stress; physical and laboratory exami- 
nations revealed no evidence of physical illness or 
anomaly which might be expected to produce head- 
aches; there was no history of immediately antecedent 
trauma, and the symptoms were not those of true 
migraine.* 

The ways by which such psychologic conflicts or 
stress result in the physical symptom of headache often 
(perhaps regularly) involve the operation of certain 
physiologic mechanisms. Such mechanisms include 
changes in the caliber of the cranial vessels (probably 
chiefly vasodilatation) and spasm or tonic contraction 
of the skeletal muscles of the head and upper cervical 
region. 

There appears to be a wide diversity of opinion as 
to the value of each of the multitude of remedies that 
has been proposed for the treatment of these types of 
headaches. The present study was undertaken to 
assess and compare the effects of representative drugs 
under conditions which were as carefully controlled as 


possible. 
MATERIAL AND METHODS USED 


Two groups of patients are included in this study: those 
attending the headache clinic at a large general hospital and 
those attending a veterans’ clinic. The former group consisted 
of both male and female subjects and were of all ages. The 
latter group was composed entirely of male subjects, for 
the most part between the ages of 20 and 40. 
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Five hundred and twenty-one patients were treated over a 
period varying from two months to three years. The number 
falling in each of the diagnostic classifications is shown in 
table 1. 

The general principles of treatment which were followed 
were those previously described. A majority of the patients 
received a combination of simple psychotherapy and pharmaco- 
therapy, while a smaller group was given psychotherapy alone. 
Che drugs used included analgesics (acetylsalicylic acid; acetyl- 
salicylic acid, acetophenetid.n and caffeine; acetylsalicylic acid 
with i-amylethyl barbituric acid; acetylsalicylic acid with 
caffeine; and diethylcinnamamide®; vasoconstrictors (ergot- 
amine tartrate; ergotamine tartrate with caffeine*; dihydro- 
ergotamine methane-sulfonate *; and ephedrine with i-amylethyl 
barbituric acid), vasodilators (sodium nicotinate; nicotinic acid, 
and 2-benzyl-4,5-imidazoline hydrochloride [“priscol”] 5 alone 
and with caffeine), hormones (testosterone propionate ® and 
alpha-estradiol benzoate *) and hormones combined with vita- 
mins (testosterone propionate with vitamin B). 

RESULTS 

In a group of 334 patients with psychogenic head- 
ache there were 286 trials with analgesics, 165 trials 
with vasoconstrictors, 135 trials with vasodilators, 104 
trials with a combination of hormones and vitamins and 
86 trials with inactive substances (“‘controls’’), either 
placebos by mouth or parenterally administered isotonic 
sodium chloride solution. The results are summarized 
in table 2. It should be mentioned that there was 


no significant difference between the results obtained 


TaBLe 1—Number of Patients with Headache and 
Their Classifications 








Type No, of Patients 
ID |. ntrngnbn0sssbe0seenGassacaescceanseessenc 334 
Post-traumatic ......... Ee TS ee ere 187 

Total .... eceneedececee pedueseesseeseos 521 








by administration of inactive substances orally or 
parenterally. 

From table 2 it appears that the best results in this 
group of patients was obtained by the administration of 
analgesics and that the other types of medication were 
no more effective than the inactive substances used. 

One hundred and eighty-seven patients with post- 
traumatic headache were treated. In this group there 
were 164 trials with analgesics, 85 trials with vasocon- 
strictors, 92 trials with vasodilators, 45 trials with a 
combination of hormones and vitamins and 43 trials 
with inactive substances, all of which again are listed 
in the accompanying table as “controls,” since there 
was no difference between the results obtained by 
administering them orally or parenterally. The results 
of treatment for this group of patients are summarized 
in table 3. 

Again it appears that the best results were obtained 
by the administraion of analgesics and that the other 
types of medication were no more effective than the 
inactive substances. 

Psychologic tests and electroencephalograms were 
also performed on many of these patients with post- 
traumatic headache who are included in this study as 
well as others who are not included for reasons of 
incomplete follow-up. A thorough analysis of the 
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results of these special examinations is still under 
way, but it is possible to report at this time that 
the electroencephalograms of 258 patients with post- 
traumatic headache failed to show any higher per- 
centage of abnormalities in frequency range than would 
be expected in a random sample of the population, 
Furthermore, psychologic tests in patients with ‘post- 


TasBLeE 2.—Results of the Use of Drugs in Patients 
with Psychogenic Headache 











Hormone 
Vasocon- Vaso- and 
Analgesics strictors dilators Vitamin Control 


Patients improved 


(percentage) ........6. 71 49 51 58 57 
Patients not improved 
(percentage) .....ceses 2 | 49 42 43 





traumatic headache (Wechsler-Bellevue and/or Ror- 
shach) did not reveal any significant differential pattern 
on the basis of evaluating the entire group tested. 


COM MENT 


The effectiveness of drug therapy in the treatment of 
psychogenic and post-traumatic headaches was _ influ- 
enced by many factors. To begin with, the patients 
attended a clinic devoted exclusively to the problem 
of headache. Complete studies, including roentgeno- 
grams of the skull and electroencephalograms, were 
done before any medication was given. The thorough- 
ness of the investigation was in itself a psychothera- 
peutic procedure in many cases. After the medication 
was started, the patient returned to the clinic at regular 
intervals at which time some form of psychotherapy was 
given. The effectiveness of the medication depended 
to some extent on the physician prescribing the medi- 
cation, the time he spent with the patient and the 
frequency with which the patient was seen by him. We 
noted in many cases that patients would maintain a 
state of improvement if they were seen at weekly inter- 
vals but would have a recurrence of headache if they 
were seen at monthly intervals instead. In addition, 
the factors of disability compensation and litigation 
played a part in many of the cases of post-traumatic 
headache. : 

Fifty to 60 per cent of the patients with psychogenic 
and post-traumatic headache responded favorably to 


Taste 3.—Results of the Use of Drugs in Patients 
with Post-Traumatic Headache 
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. Hormone 
Vasocon- Vaso- and 
Analgesics strictors dilators Vitamin Control 


Patients improved 


(percentage) ........+. 70 44 50 58 683 
Patients not improved 
(percentage) .......... 30 36 50 42 37 








almost any medication given them. The analgesics and 
some of the oral placebos were taken only at the time 
of the headache, while the hormone-vitamin combina- 
tion and the isotonic sodium chioride solution were 
given by injection at regular intervals. The effect ¢ 
medication given by injection in cases of psychogenic 
illness is too well known to require further discussion 
here. In addition, several of the patients receiving the 
combination of hormones and vitamins reported a feel- 
ing of well-being that undoubtedly played some part 
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in their improvement. The similarity of response 
obtained with the various medications in psychogenic 
and post-traumatic headache (table 4) again empha- 
sized the close relationship between these two types of 
headache. 

Psychotherapy alone seemed to be slightly less 
eifective than the combination of psychotherapy and 
pharmacotherapy in the treatment of psychogenic 
headache, even though the patients in this group were 
specially selected as promising candidates for psycho- 
therapy (table 5). This result is perhaps somewhat 
influenced by the fact that the majority of the patients 
were seen for psychotherapy during clinic hours in a 
husy clinic. One of us was able to see 9 of the 27 
patients in this group by appointment in his private 


lante 4—Comparison of the Effect of Drugs in Psychogenic 





No. of Patients No. of Patients 
Improved Not Improved 
(Percentage) (Percentage) 


alwesies 

WUE (cc aeceestesceansceseas 71 29 

PRGRSRNRIIGED nhc ctsciccecccocsce 70 30 
\ vssoconstrictors 

Psychogenie ..........+. ele leieta natal 49 51 

Post-traumatie ..... eeoewn 44 6 
\ .sodilators 

PU EE nota aanasensngeds ‘ bl 4¥ 

POP SIREREEED asi cccccetevcssioss wo BO 
Hormones and Vitamins 

PRONE osininccascvncccsscviices 58 42 

Post-traumatic ..........cceeeeeee 58 42 
Cov trols 

PURINE nc vccncnectsessecsevnse 57 43 

POSE-CRAUMERCEE 2c ccccccccccecsecce 63 37 








TasLe 5.—Comparison Between the Effect of Psychotherapy 
Alone and Psychotherapy Plus Pharmacotherapy in 
Patients with Psychogenic Headache 








No. of Patients No. of Patients 


Improved Not Improved 

(Percentage) (Percentage) 
POI in int vtansnsetececne 59 41 
Psychotherapy plus analgesies.... 71 29 





office. Seven (77 per cent) were improved, as com- 
pared with a 50 per cent improvement in the other 
I8 patients. 

CONCLUSIONS 

Five hundred and twenty-one patients with psycho- 
genic and post-traumatic headaches were treated, 494 
by a combination of psychotherapy and pharmaco- 
therapy and 27 by psychotherapy alone. 

The drugs used included analgesics, vasoconstrictors, 
vasodilators, hormones combined with vitamins, place- 
bos and parenterally administered isotonic sodium 
chloride solution. 

The best results in each group af patients were 
obtained by the use of analgesics. The other drugs 
Save no better results than those obtained by the use 
of inactive substances. 

_ The results we have reported strongly suggest that 
m cases of psychogenic and post-traumatic headaches 
the effectiveness of symptomatic treatment is primarily 
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caused by the patient’s psychologic reaction to the 
treatment situation in general and in particular to 
having received a “remedy” from the physician. Evi- 
dence for this is the fact that almost equally good 
results were obtained by the use of placebos. 

The similarity of results of drug therapy of patients 
with post-traumatic and psychogenic headaches sug- 
gest that the mechanisms of production of the two 
types of headache are closely related and probably are 
similar responses of the body to disturbing psychologic 
stress. 


ABSTRACT OF DISCUSSION 

Dr. Pearce Battey, Washington, D.C.: The studies of 
Dr. Friedman and his colleagues tend to clarify the subject 
of post-traumatic and psychogenic headaches. This problem, 
particularly post-traumatic headache, was a perplexing one 
during two world wars, and it is gratifying to see that Dr. 
Friedman's investigations include follow-up studies of veteran 
patients. In military psychiatric and neurologic practice, much 
of the difficulty concerning post-traumatic headaches arose from 
an inclination on the part of many medical officers to label 
this complaint as either organic or psychogenic rather than to 
evaluate both longitudinally and in cross section the total 
physiologic and psychologic reactions of a person to a trau- 
matic situation, as has been done by Dr. Friedman and his 
colleagues. This propensity often led to helpless indecision, 
both as to the therapy and ultimate disposition of these patients. 
In a large naval hospital, I had occasion to examine about 
200 patients with headache following head injury. Only a few 
of these appeared to suffer from a purely organic disability 
devoid of any psychologic coloring. This is comprehensible, 
since these injuries were usually sustained in circumstances 
contributory to severe psychologic reactions, namely: (1) a 
pretraumatic period of fatigue and prolonged emotional stress, 
(2) a traumatic episode which threatened the integrity of the 
head and (3) a post-traumatic period of confusion and/or 
panic leading to defense mechanisms against a recurrence of 
the traumatic experience by the establishment of a true dis- 
ability, with consequent discharge from the service and possible 
monetary reward in the form of pension or retirement benefit. 
No exact statistical study was made of our group of patients 
with post-traumatic headache, but the patients were roughly 
classified into several categories, according to the quantity and 
quality of their psychobiologic reactions. There was, of course, 
considerable overlapping of the categories. By far the largest 
group was characterized by a history of normal pretraumatic 
personality development, whose emotional reserves had become 
depleted from prolonged combat and in whom the head injury 
served as a precipitant for emotional disorganization. Here 
the picture was one of panic or acute anxiety, headache, 
startle reaction, battle dreams and sympathetic overstimulation 
with or without objective evidence of structural damage to the 
nervous system. The headache was subordinated to the over-all 
distress and would rise and fall in synchronization with the 
general tension. These patients abreacted intensely to combat 
scenes in interviews with “amytal” (5-isoamyl-5-ethylbarbituric 
acid) anesthesia and were helped by psychotherapy, and some 
were even returned to duty. ° 


Dr. ArNoLtp P. FriepMan, New York: We have found 
that patients suffering from both psychogenic and post-traumatic 
headaches vary in their reaction patterns. Some show evidence 
of conversion hysteria; others show schizoid tendencies and 
compulsions. Our experience has been that psychotherapy com- 
bined with drug therapy is much more effective than drug 
therapy alone in reducing the frequency, duration and severity 
of the types of headaches we are discussing. To overlook or 
fail to treat the psychologic conflicts in a patient with chronic 
headaches of these types is to run the risk of therapeutic failure. 
Analgesics (salicylates or acetophenetidin) combined with short- 
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acting barbiturates seem to be the best medicaments for these 
types of headaches. The analgesic acts by raising the pain 
threshold, and the sedative action of the barbital decreases the 
tension. In some cases, precipitating psychologic factors may 
be rather superficial and the patient does not need profound 
therapy; in others, it may be rather difficult to uncover the 
dynamics of the mental processes involved which are causing 
or precipitating the headaches. If the problem is mainly one 
of environmental difficulties, we find social agencies to be of 
extreme value. I have been asked to name some effective 
analgesics. In this group codeine raises the pain threshold 
the highest, but in general acetylsalicylic acid and aceto- 
phenetidin usually suffice. 





THERAPY OF MIGRAINE 


ROBERT M. MARCUSSEN, M.D. 
and 


HAROLD G. WOLFF, M.D. 
New York 


The therapy of migraine falls into two categories; 
treatment of the individual attack of headache and pre- 
vention of, or reduction in, the frequency and severity 
of recurrences. Migraine is a syndrome with certain 
easily identifiable features and a variety of associated 
phenomena. Characteristically, it is a periodic head- 
ache which is unilateral in onset, but which may 
hecome generalized. It may be preceded by visual dis- 
turbances, paresthesias in the extremities or speech 
disorders. With the headache there may be irrita- 
bility, photophobia, nausea and vomiting. The attack 
may be followed by a feeling of especial well-being, and 
the patient is usually free of disagreeable head sensa- 
tions between episodes. The headache itself is the 
end manifestation of a chain of bodily changes set off 
by pernicious emotional states. This head pain is 
associated with dilatation of certain pain-sensitive 
arteries inside and outside the head. The prodromal 
phenomena, scotomas, paresthesias and the like, arise 
from constriction of arteries in strategic areas of the 
brain. It is possible that painful vasodilatation repre- 
sents an abortive attempt on the part of the body to 
compensate for this vasoconstriction and restore the 
homeostasis of cranial circulation. 


rREATMENT AND PREVENTION OF ATTACKS 

Because of its dramatic, disabling nature, the phy- 
sician is most frequently called on to deal with this 
pain. The most potent agent available for the con- 
striction of these painfully dilated cranial arteries is 
ergotamine tartrate. It is most effective intramuscu- 
larly in doses of 0.25 to 0.50 mg. as early as possible 
after the pain appears. The patient should be taught 
how to give himself the medication so that he can get it 
within the first half hour of the headache. As an alter- 
native, four 1 mg. tablets should be taken sublingually 
as soon as possible after the beginning of the headache, 
followed by two such tablets every half hour until a 
total of 10 mg. has been given in an hour and a half. 
Dihydroergotamine (DHE 45), an ergot derivative 
said to have fewer of the undesirable side effects of 
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ergotamine, is useful but less effective in intramuscular 
doses of 2 to 4 mg. 

Ergotamine tartrate relieves headache within an hour 
in 80 per cent of cases. When this fails, drugs which 
raise the pain threshold should be used. The most 
satisfactory of these is codeine phosphate, 60 mg. orally, 
or hypodermically when vomiting interferes with 
absorption. Morphine and newer synthetic analgesics 
should be avoided because of the danger of addiction, 


Amobarbital sodium (‘“amytal sodium”) 0.2 Gm. by 
mouth, given at the same time as the ergotamine, will 
insure rest and relaxation, an integral part of treat- 
ment. An ice cap to the head is comforting. Bed rest 
in a quiet, darkened room is essential during the pain 
and for at least an hour after the pain has subsided. 

Many investigators have advocated the use of vaso- 
dilators in the therapy of migraine. In a small series 
at the New York Hospital, these drugs have proved 
effective in ending the vasoconstrictor stage and some- 
times effective, though unpredictable, in aborting the 
later painful vasodilator stage. Carbon dioxide, the 
most potent intracranial vasodilator, will abolish sco- 
tomas, and sometimes abort early headache. It is given 
by face mas. in a mixture of 10 per cent carbon dioxide 
and 90 per cent oxygen for three periods of four 
minutes each, with intervals of five minutes between 
each period. Four minutes at a time is about the limit 
of tolerance of the average person for the decided 
hyperventilation produced by this drug. In a few 
patients headache has been aborted during the pro- 
dromal stage by inhalation of amyl nitrite or by nicotinic 
acid orally in flushing doses of 100 to 200 mg. Once 
the headache is established, no therapeutic effect is 
obtained from this group. 

A wide variety of other agents and procedures have 
been used and found moderately effective in the pre- 
vention of attacks. Comprehension of the nature of 
the migraine phenomena aids in the understanding of 
how such diversified, often irrational and sometimes 
frankly contradictory methods can modify the course of 
this syndrome. The importance of the patient-phy- 
sician relationship cannot be overemphasized. Con- 
spicuous among the factors contributing to the apparent 
effectiveness of many of these procedures are belief in 
the physician and the establishment of a clearly defined 
regimen. 

Thus far measures for the management of the indi- 
vidual attack have been considered. However, it must 


. be borne in mind that migraine occurs in a setting of 


life situations and attitudes which result in accumulated 
emotional tension and fatigue. Therefore, more impor- 
tant in the treatment of such a patient is the identifi- 
cation of the stressful factors in his life which lead to 
the phenomena of this attack. 


FACTORS LEADING TO MIGRAINE 

First, it is essential to help the patient see the setting 
in which the attacks occur. Second, he must be aware 
of those personality feafures and habits which make him 
react as he does and thus predispose to the permicious 
feeling state which leads to headache. Third, he must 
be brought to the realization that he must ultimately 
solve the problem in terms of his own equipment am 
experience, perhaps with the advice and support of his 
physician. 
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Persons with migraine are not necessarily “neurotic” 
in the usual sense and, in fact, may have made a very 
successful adjustment in life. However, they have 
certain personality characteristics in common. They 
have the defects of their qualities. 

They are tense, driving persons who are rigid, 
ambitious and perfectionistic. They have found that 
doing “more than and better than” their fellows brings 
a good deal of satisfaction. However, this end is 
accomplished at great cost in energy. 

Considered reliable, conscientious and hard working, 
they find more and more responsibility coming their 
way. To this is added more stress by the belief that 
no one can do a job quite as efficiently or as thoroughly 
as they. Almost invariably persons with migraine 
delegate responsibility poorly. 

They become resentful because they cannot keep 
up with the load which the world and they them- 
selves impose. The natural outcome is tension, fatigue 
and exhaustion. In this setting, headache makes its 
appearance. 

MANAGEMENT OF PATIENT 

The first step is to identify the personality features 
which make the patient liable to get into such situations 
and to visualize the stressful circumstances that bring 
him to the point where his body makes the insistent 
and painful demand to stop, which we recognize as the 
migraine attack. This is accomplished in an interview 
which uncovers, not only the usual medical data, but 
information as to the patient’s background, his goals 
and standards and how he seeks and sets them. 

Once the salient facts of the personality and the way 
of life are established in the mind of the physician, 
efforts must be begun to bring this understanding’ to 
the patient. Fortunately, because these persons are 
intelligent and aggressive, they will do much to work 
out their own problems when properly oriented and 
advised. Because of their fundamental insecurity and 
rigidity, many tend to deny that their “feelings” have 
anything to do with their headaches. This is where 
the physician can make each headache “pay its way” in 
terms of increased understanding by the patient of the 
events, emotional as well as external, which lead to his 
headache. It is important to realize that the period of 
twenty-four hours or so following a stressful period is as 
vulnerable as the period of tension as a time for head- 
ache to appear. The so-called “Sunday headache” is 
an example of difficulty arising in the “let down period” 
alter a week of intense and exhausting application. 
Rage, resentment and frustration are often common 
denominators of the emotional derangement preceding 
an attack of migraine. However, dramatic events need 
hot precede headache—many follow long periods of 
so-called routine living with slowly accumulating 
tension. 

When allowed to discuss these matters freely, 
Patients will frequently see a repetition of these per- 
miclous emotional states in relation to other headaches. 

Paralleling efforts to help the patient see the setting 
of the attacks and to recognize the relevant feeling 
States, there should be modification of his daily pro- 
fram. The amount of work which the patient is 
allowed to do should be reduced to three quarters of 
what he is “used to.” This will relieve him of pressure 
and tension produced by rigid adherence to self-imposed 
(uetas. He must be made aware of his fluctuating 
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energy levels and urged to fit his work load as nearly 
as possible to his available energy. 

Rest and relaxation are an integral part of the 
management of such a patient. Exercise commensurate 
with interests and capabilities, carried to the point of 
pleasant fatigue, not exhaustion, should be part of each 
day’s program. Hobbies, especially those stressing 
motor activity, are to be encouraged. 

At least eight hours of sleep at night and a mid day 
rest period must be assured for these persons who are 
inclined to dismiss sleep as a needless hindrance. Mild 
sedation with barbituric acid derivatives may be 
employed early in the treatment to facilitate the 
patient’s change of pace. The sedative tub bath— 
warm, not hot—is advised for half an hour late in the 
afternoon and before bedtime as a regular routine. 

Both the physician and the patient must be con- 
stantly aware that these chemical and physical measures 
to aid in relaxation as well as any drug therapy 
directed at the individual headache attacks are no more 
than crutches to help the patient into more efficient and 
less costly ways of living . A fundamental error in the 
management of migraine is to become preoccupied with 
the trees to the exclusion of the woods. 

The patient must be urged to plan less for each 
eventuality and to allow himself to deal with problems 
as they arise, not before. He will need strong assur- 
ance of his ability to do this at first, but he will find, 
as he explores this new approach, that he is well 
equipped to deal with problems in this way. With 
greater spontaneity will come less anxiety and tension, 
which will in turn enhance his efficiency and pro- 
ductiveness. 

The need for reassurance is repeatedly evident in 
these persons, emphasizing their true feelings of 
insecurity, which are frequently masked by a sophisti- 
cated, self-assured manner. They are beset by grave 
doubts in many spheres, and these anxieties add to 
their tension and thus contribute to their illness. An 
important part of the treatment is to afford them ample 
opportunity to discuss whatever problems they feel 
are pressing, regardless of the apparent relevance to 
the problem of headache. The attention and support 
of a sympathetic and understanding physician who dis- 
cusses and informs but does not judge is a major 
therapeutic agent. During the reorientation and read- 
justment that patients with migraine must necessarily 
make, this reassurance and support must be constant 
and unvarying. If the patient who is making what 
for him are major fundamental changes in his way of 
life feels for a moment that the physician is uninter- 
ested or unsympathetic he will abandon all that he 
has gained and return with greater tenacity to his 
former habits. 

This approach to the problem of migraine has been 
used at the New York Hospital for the past fifteen 
years. It has been used by many physicians of varying 
degrees of experience under a variety of circumstances. 

In evaluating this form of therapy one must realize 
that it may demand more in terms of personal adjust- 
ment than the patient may be willing to make. Many 
persons are satisfied to learn that they do not have a 
brain tumor and are unwilling to pursue the matter 
further. It is the physician’s responsibility to make the 
patient aware of the cost of his way of life and then 
to support whatever decision the patient makes as 
to what he wishes to do about it. 
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In 1940 Wolff made a detailed study of 64 patients 
with migraine who were treated by this method. Sixty- 
four per cent had no headache or less frequent and less 
intense attacks; 16 per cent still had headache which 
was controlled to some extent, while 20 per cent had 
failed to improve. A random selection of 50 cases 
seen by various physicians in our clinic within the past 
three years showed a similar result. Approximately 
two thirds of the patients were free or nearly free of 
headache, while the remainder were not benefited. 

The development of less costly ways of life, analysis 
of the special circumstances under which individual 
attacks may occur and information of the specific 
changes necessary are the primary goals of successful 
therapy in migraine. Many persons who have been 
successful to a degree while carrying on under their 
largely self-imposed stresses are fearful and doubtful 
about changing their way of life for another which 
appears “inefficient” and perhaps formless. It means 
to them replacing a tried and reasonably effective way 
of dealing with life situations with something which 
seems entirely opposed to everything that they have 
ever done. It is essential that they realize that, in fact, 
to allow themselves more spontaneity and freedom of 
action, it is to bring into use a part of their personali- 
ties neglected or unrecognized. 

SUMMARY 

Therapy of migraine falls into two categories: treat- 
ment of the attack and prevention of recurrences. 

Many of the preheadache phenomena are associated 
with intracranial vasoconstriction. Intracranial vaso- 
dilators abolish these initial symptoms and may some- 
times but unpredictably abort the headache. The 
headache is associated with painful vasodilatation of 
cranial arteries. Ergotamine tartrate parenterally is the 
drug of choice for the management of this stage and 
is most successful when administered at the onset of 
the headache. 

Emotional reactions and attitudes that result in 
accumulated tension and fatigue set off a series of 
bodily changes which result in the migraine attack. 
Reduction in frequency and severity of attacks depends 
on identification and modification of stressful factor in 
the relationship of the patient to his environment. The 
physician must guide the patient into less costly beha- 
vior patterns and lend emotional support during this 
reorientation. About 2 persons out of 3 can be helped, 
in terms of reduction in frequency and severity of 
headache, by such reorientation. 


ABSTRACT OF DISCUSSION 


Dr. Rotanp P. Mackay, Chicago: I believe the division 
of the treatment of migraine into the treatment of individual 
attacks and the prevention of attacks is sound and wise. One 
must not pay too much attention to the individual attacks, but 
must think also of their prevention. In this regard, psychologic 
aspects are important although they are not the only ones to 
be considered. For me, it is helpful to try to formulate a 
picture of the personality structure of these patients. A remark- 
able number of persons with migraine are alike mentally, and 
Dr. Marcussen has presented to you those characteristics with 
great fidelity to the facts. Usually these patients are intelli- 
gent, keenly perceptive, thoroughly controlled persons, who 
often have a sense of inadequacy and an inner urge to overcome 
this inadequacy. They want to be accepted. Consequently, 
they are intolerant of obstruction both by persons and by 
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things. They are “the finest people on earth,” if I may use 
that expression. They keep the wheels moving. They often 
exhaust their energies, but are usually able to keep on going 
and finally pay the penalty. They are responsible for much 
progress, but are somewhat perfectionistic. Since they are so 
well controlled, they find themselves often inhibiting or sup- 
pressing their own hostilities. It is this repressed hostility 
that is so frequently the precipitating factor in inducing 
attacks. The inherited element in migraine seems to be a 
physiologic mechanism which is potentially ready and which 
the psychologic and other precipitating factors set in motion. 
I believe that the prevention of attacks must start in child- 
hood. If parents start with a child, accepting him with 
abundant love and admiration, emancipating him early and 
putting him on his own responsibility, he will not likely 
grow up to suffer from migraine of psychologic origin. In 
my experience 10 mg. of ergotamine tartrate by the mouth is 
too much, and probably would lead to undesirable individual 
reactions. Dihydroergotamine is at least as effective as ergot- 
amine tartrate and much less apt to be toxic. I believe it is 
worthy of supplanting ergotamine tartrate entirely. 

Dr. EvuGene Fotpes, New York: I suggested that in 
migraine intracranial retention of liquid and consecutive irri- 
tation of certain structures of the brain is important. This 
concept led to the therapeutic application of the dietary which 
I called antiretentional. The antiretentional diet is high in 
proteins and vitamins which have an antiretentional action 
and is restricted to a greater or smaller extent in carbohy- 
drates, fats, liquids and sodium chloride, which are conducive 
to retention of liquid. The efficacy of this treatment in the 
prevention of migraine was confirmed. In several publica- 
tions during the last fifteen years I proposed that for the 
development of certain diseases such as migraine, epilepsy, 
the eclampsias, Méniére’s syndrome, gout and bronchial asthma 
two factors are necessary. The one is a disturbance in the 
general water and mineral metabolism and the other factor is 
a local predisposition for temporary accumulation of liquid 
in one organ or another. I suggested that the local predisposi- 
tion is a result of local circulatory disturbances. We may 
identify vasoconstriction and vasodilatation, emphasized by Dr. 
Wolff and others, as the local circulatory disturbances in the 
brain which, in the presence of disturbed general liquid 
metabolism, lead to temporary edema and the attack of migraine. 
Certain therapeutic measures are based on the concept that 
vasomotor disturbances are instrumental in migraine. These 
therapeutic measures are successful in terminating the attack 
once it has developed. In contrast, the aim of the antireten- 
tional therapy is the prevention of migraine by preventing 
intracranial accumulation of liquid. If we succeed in this aim, 
vasomotor disturbances either do not develop or else are 
ineffective in producing the migraine paroxysm. This is 
demonstrated by cases of my observation in which ergotamine 
preparations were used by patients regularly before the insti 
tution of antiretentional therapy. Subsequently the administra- 
tion of these preparations could be discontinued because 20 
more attacks of migraine developed. 

Dr. Ropert M. Marcussen, New York: I agree with 
Dr. Mackay’s statement that 10 mg. uf ergotamine tartrate 
by mouth is a large dose. We advised that amount because 
we think that is the maximum that can be taken; if no effect 
is obtained from 10 mg. taken in an hour and a half, it is 
unlikely that oral medication will be of any effect in that 
particular attack. The oral administration of ergotamine tat- 
trate is at best much more unpredictable than pa . 
administration. A wide variation in the tolerance of indi- 
vidual persons for ergotamine tartrate has been obser' 
We have always emphasized that it should not be givel 
orally or parenterally more than once a week. However, ¥© 
have 2 patients, one who has taken ergotamine tartrate hypo 
dermically daily for nine years and another one for fourteen 
years with minimum side effects. They represent extremes 
but suggest that ergotamine may be better tolerated than has 
been thought in the past. 
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ULCERATIVE COLITIS 


Heostomy: Problem or Solution? 


LELAND 5S. McKITTRICK, M.D. 
and 


FRANCIS D. MOORE, M.D. 


Boston 


Idiopathic ulcerative colitis lends itself particularly 
well to discussion before a combined meeting such as 
this. Its problems present a real challenge to internist 
and surgeon, for only through the understanding and 
well coordinated efforts of both can the patient be 
assured of a quality of care likely to succeed. 

It is not our purpose today to outline details of 
clinical diagnosis or technical management; we wish 
instead to emphasize the principles followed in surgical 
care and the indications for the several operations used. 
From a study of the postoperative results in the group 
of patients who have been under our personal care and 
under the care of those associated with us in this 
assigninent at the Massachusetts General Hospital,’ we 
have attempted to determine just what adjustment the 
patient with an ileostomy can make to the social and 
economic problems presented to him. At the present 
time, there is widespread interest in methods of therapy, 
surgical or otherwise, which avoid ileostomy or sub- 
stitute for it other defunctioning procedures. As a 
preliminary to understanding such measures or the need 
for them, we must come to a realistic evaluation—from 
the patient’s point of view—of the nature of social 
existence with an ileostomy. 


THE PATIENT 


Much has been written in recent years concerning 
the psychiatric aspect of ulcerative colitis, and much 
emphasis has been placed on the importance of the 
psychiatrist in the treatment of the disease. 


As surgeons, our more intimate contacts are with 
those patients who, for one reason or another, have 
not responded to medical treatment. We recognize 
fully the emotional instability of most of them, but we 
emphasize the seriousness of the organic disease and 
insist that responsibility for these patients should 
remain with the internist or surgeon and not be trans- 
ferred to the shoulders of the psychiatrist. 


An occasional patient with the disease is eminently 
“treatable” psychiatrically ; such patients may or may 
not exhibit the “grief response” considered to be of 
specific significance by Lindemann. More frequently, 
organic disarrangement proceeds pari passu with mental 
disorder in a fashion which renders classical psychia- 
trie technics difficult and dangerous. 

Of greater significance in a general sense has been 
the realization that the ulcerative colitis patient is a 
strongly dependent personality and that a filial devotion 
‘o physician or surgeon may develop during treatment. 
The psychiatrist has clarified this fact and brought it 
into sharp focus by his frequent demonstration that the 
patient with ulcerative colitis has lost a parent, sibling, 
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friend or mate on whom he formerly was dependent, 
an event immediately preceding onset of symptoms. 
This sets the stage for a physician-patient relationship 
of extraordinary importance in the surgical care of 
the disease. 

Of greatest importance is the recognition by the 
internist and surgeon of the value of this close physi- 
cian-patient relationship. This is particularly true fol- 
lowing ileostomy, when the patient seeks an emotional 
attachment to someone who understands his physical 
and emotional problems. Recognition and acceptance 
of this responsibility by the surgeon permit the patient 
to develop dependence and afford him the relationship 
so essential to complete adjustment. The surgeon will 
rarely be called on to be a more effective psychiatrist 
than in dealing with this complex disease, and he will 
see few patients who are so appreciative of under- 
standing, interest and encouragement. 


PRINCIPLES OF TREATMENT 


Many patients respond well to careful and under- 
standing medical care ; it is the patients with intractable 
disease who must be cured by surgery. With but few 
exceptions the price paid for eradication of the disease 
is a permanent ileostomy. 

What should be our objectives in the management 
of a given case? Should we be content to offer the 
patient a life of reasonable comfort and semi-invalidism 
with his gastrointestinal tract in continuity or should 
we seek more, possibly a complete cure, or at least 
control at a level which permits normal development 
of the child and a productive, useful life for the adult? 
Is ileostomy too much to pay for a cure? What is the 
place of the patient with an ileostomy in the social 
and economic life or his or her family and community ? 
The answers to these questions are of primary impor- 
tance in the understanding and management of patients 
with this condition. 

Objective of Surgical Treatment and Responsibility 
of the Surgeon.—It is our objective in the management 
of the patient with ulcerative colitis to return that 
patient to society capable of becoming a useful member 
of his family and community life. 

Any form of surgical treatment which does not have 
an ileostomy as its initial step is so unusual that it is 
of little statistical significance in a general discussion 
of this type. Despite the widespread impression that 
early ileostomy will result in control of the pathologic 
condition of the colon and permit later closure in a 
high percentage of cases, we know of no convincing 
evidence to support this. It is our belief that ileostomy 
in the very early stages of the disease will not permit 
later closure (with permanent arrest of the disease) 
in enough patients to warrant its routine performance. 
Essential to a happy life with a permanent ileostomy 
is a patient who has known the ravages of the disease 
and who prefers the inconvenience of an ileostomy 
to existence with partially controlled colonic symp- 
toms. If routine ileostomies are performed on patients 
who have not experienced the full impact of the disease, 
many will find it impossible to adjust themselves satis- 
factorily to their ileostomies. 

The responsibilities of the surgeon are great. Once 
ileostomy has been recommended as the procedure of 
choice, he must be prepared to give untiringly of his 
time and thought to the many details in the postopera- 
tive care of the patient. He must accept the respon- 
sibility of restoring that patient to a state of good 
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health and be prepared to advise and carry out whatever 
additional surgical treatment is necessary to accom- 
plish this end; in addition, he and the internist must 
assume responsibility for aiding the patient in the 
readjustment necessary to a productive and happy life. 


INDICATIONS FOR OPERATION 

A. lleostomy.—There is no decision in surgery which 
may be more difficult to make than the decision for 
or against the performance of an ileostomy for a patient 
with ulcerative colitis. Before advising this operation, 
proper consideration should be given to the psychologic 
as well as to the medical indications. If the operation is 
to be successful, not only must the disease be controlled, 
but the patient with that disease must be satisfied 
and grateful for the health which has been regained. 
lt is our firm belief that until the patient recognizes 
need for the help which ileostomy offers and unless 
he has a real incentive to live and to overcome this 
new handicap, ileostomy may be inadvisable even 
though the medical indications seem clear. 

We may roughly divide the indications for ileostomy 
into three groups as follows: 

1. Life Saving: This group includes those patients 
with an acute exacerbation (or with an acute fulmi- 
nating disease) in whom medical. treatment has failed 
to bring about a remission. Perforation of the colon 
is not an unusual complication in the more acute form 
of the disease and is an indication for immediate ileos- 
tomy. It is possible that with streptomycin and other 
agents an occasional life may be saved by prompt diver- 
sion of the fecal stream and intensive antibacterial 
therapy. The real difficulty comes in determining 
whether or not medical treatment has failed, in the cases 
of less acute disease. For a patient who under ideal 
hospital conditions has received thorough medical 
treatment to combat existing infection, anemia and 
nutritional disturbances and who has failed to respond 
to such treatment, ileostomy may prove a life-saving 
procedure. If this is postponed beyond a reasonable 
period, irreversible changes or perforation may take 
place and the opportunity for a successful result follow- 
ing ileostomy will have passed. The surgeon should be 
asked to see these ill patients in anticipation of later 
surgical treatment in order that he may follow the 
progress of the patient and better judge the time at 
which ileostomy, if necessary, shall be done. We have 
found it helpful in the management of our cases to 
make a definite deadline for such medical management. 
At the end of a specific period, be it one week, two 
weeks, longer or shorter, the entire problem is 
reviewed and a decision made for or against operation ; 
if operation is postponed, another period is laid down, 
at the end of which the entire problem must be reevalu- 
ated. Only in this way has it been possible for us to 
avoid indefinite postponement of an indicated procedure. 

Recurrent massive hemorrhage is one of the most 
serious of the complications of this disease. It is 
always a grave occurrence, and, if the hemorrhage 
is massive and recurrent, it is of great importance that 
ileostomy not be postponed too long. Moreover, it 
is our experience that ileostomy alone will only rarely 
result in the control of this hemorrhage. We have found 
it necessary to proceed with extirpation of the bowel 
to control the hemorrhage. The mortality in this 
group of patients will, of necessity, be high, but, by 
aggressive action not too long postponed, an occasional 
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life will be saved, which on more conservative treat- 
ment would have been lost. 

2. Polyposis: The development of multiple pseudo- 
polyps or true adenomatous polyps is in our judgment 
an indication for a graded operation, consisting of 
ileostomy and later colectomy to prevent the develop- 
ment of cancer. 

3. Intractable Chronic Disease: The patient who is 
chronically ill with the disease, a semi-invalid although 
ambulatory, and unable to carry on with the normal 
activities for one of his or her age, has not had a 
satisfactory response to medical treatment. Tleostomy, 
followed by colectomy if necessary, will usually restore 
such a patient to a normal state of social usefulness. 
Also classed as unsatisfactory are the results following 
medical treatment of those patients who, in spite of 
good care, continue to have recurring acute or subacute 
exacerbations, requiring frequent hospital admissions; 
these patients are neither physically nor economically 
secure and should not be regarded by the internist 
as in a state of satisfactory control. 

Postoperatively, the patient will usually follow one 
of four courses. He may have a remission of indefinite 
length and for all practical purposes may be considered 
to have had a complete symptomatic cure, or the 
response to ileostomy may seem initially satisfactory, 
but at some later time there is a reactivation of the 
disease in the colon. There will be a third group of 
a relatively few patients who derive inadequate benefit 
from ileostomy; they are improved, but do not fully 
regain their normal weight and strength. Finally, there 
is a small group of patients who show no apparent 
benefit following ileostomy. This group includes certain 
of those with the acute fulminating type of disease 
which goes on to a rapidly fatal outcome and the 
patients with massive hemorrhage for whom further 
aggressive surgery is essential. 

B. Colectomy.—The indications for colectomy are 
not difficult to determine if one accepts as the objective 
of surgical treatment the complete physiologic or ana- 
tomic elimination of the disease. If this is not accom- 
plished by ileostomy alone, further surgical treatment 
is essential. The indications may well be grouped under 
the following headings: 

1. Polyposis: Because of the increased incidence of 
carcinoma in patients with chronic ulcerative colitis 
and because of the fact that polyposis is a particular 
predisposing factor, we believe that such a_ patient 
should have removal of the diseased colon. As in s0 
many of the phases of colitis, the conservative measure 
is the aggressive one here. In several instances suspect 
colons removed as cancer prophylaxis have proved to 
have established carcinoma; with ileostomy the patient 
cannot exhibit the early symptomatic manifestations 
of cancer of the colon and roentgen examination 1s 
often painful and unsatisfactory for detailed interpre- 
tation. 

2. As a Life-Saving Procedure: Recurrent massive 
hemorrhage which does not stop after ileostomy may 
require early removal of the colon and the rectum. 
Occasionally ileostomy fails to precipitate a remission 
in the acute form of the disease, or an acute exacerba- 
tion of the disease following ileostomy will not respon 
to medical measures, and removal of the colon is neces- 
sary in an effort to prevent death from continued activ- 
ity of the disease in the colon. 
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3. Unsatisfactory Response to Ileostomy: In those 
patients whose response to ileostomy has been less 
than completely satisfactory and in whom careful 
studies fail to show any other cause for failure to gain 
satisfactorily in weight and strength, the disease in the 
colon may be considered to be the limiting factor, and 
for these patients colectomy is indicated. 

4. Reactivation of the Disease in the Colon: One 
exacerbation of the disease in the colon following ileos- 
tomy is a positive indication for colectomy. In our 
earlier experience, we allowed a patient at least two 
recurrences before advising the removal of the colon. 
Because of the seriousness of an acute exacerbation 
after ileostomy and because on one or two occasions 
the desire to postpone colectomy nearly cost the life 
of the patient, we have now come to feel that a single 
exacerbation is a positive indication for an elective 
colectomy. It should be done during the same hospital 
admission for which the patient has been treated for 
the recurrence. 

5. Miscellaneous: There are several other indica- 
tions for colectomy. A few patients with chronic secon- 
dary anemia which would not respond to iron or to 
other treatment have been restored to health by removal 
of the diseased colon. Chronic infections of the skin 
which have failed to respond to treatment have healed 
promptly when the diseased colon has been taken out. 
We have also advised colectomy in a few patients with 
a second chronic disease for which there was no specific 
treatment, such as minimal lesions of pulmonary tuber- 
culosis and, more particularly, rheumatoid arthritis. 
Some, but not all, of the latter group have been 
markedly helped by the elimination of the diseased 
bowel. 

C. Proctectomy.—It is not our policy to remove 
the rectum as a routine procedure. If a specific treat- 
ment for this disease becomes available, a few of our 
patients may ultimately have an anastomosis between 
the terminal ileum and a functioning rectum. For 
this reason, the lower segment of bowel is maintained 
unless there is some definite indication for its removal. 
The indications for the removal of this segment of 
bowel are not difficult. Polyposis is a definite indica- 
tion. Activity in this segment of bowel which persists 
or recurs after the colon has been eliminated is also 
an indication for its removal. Finally, local sepsis 
around the perianal area originating in this bowel can 
be eliminated only if the involved bowel is removed. 


HOSPITAL STATISTICS 


Within the scope of this study, 149 patients with 
ulcerative colitis have had an ileostomy as the initial 
(or only) procedure in an attempt to control or cure 
the disease. Twenty-two, or 14.8 per cent, died after 
operation. The majority of these deaths have resulted 
from unchecked advance of the disease as manifested 
by perforation or hemorrhage, or both, in the early 
postileostomy period. They do not represent death 
from ileostomy per se but, instead, mortality from 
ulcerative colitis beyond help from ileostomy. 


Eighty-seven, or 68.5 per cent, of the survivors of 
ileostomy have had a subtotal colectomy at intervals 
varying from months to twelve years after the ileostomy. 
The mortality was 6.9 per cent. Thirty-three or 40.7 
per cent of those surviving colectomy have had removal 
of the rectal stump by the combined abdominoperineal 
Toute with a mortality of 3.3 per cent (the table). 
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Only 5 patients have had gastrointestinal continuity 
reestablished. Three of these failed to respond favor- 
ably. Two who had a second ileostomy are now in 
excellent condition at this time, and the third, who 
nearly died of an acute exacerbation of the colitis 
immediately after closure, remained a chronic invalid 
from the disease and recently died following opera- 
tion for a brain tumor. One patient, whose colec- 
tomy was done in 1939, had an anastomosis between 
the terminal ileum and rectal stump seven years later 
and has remained well for two years. Another had a 
subtotal colectomy and ileosigmoidostomy one year ago, 
five years after the ileostomy. Although in good health, 
this patient feels that he was better with the ileostomy 
than since he has been reconnected. 


The many problems which have arisen in the hos- 
pital care of these patients will not be discussed in 
this paper. The care of the ileostomy, the problems 
of fluid balance and nutrition and subsequent opera- 
tions for the disease or for the complications of previ- 
ous surgical treatment (especially prolapse or stenosis 
of ileostomy and intestinal obstructions) place heavy 
obligation on the surgeon and challenge his skill in 
the art as well as the science of surgery. 


Ulcerative Colitis, Massachusetts General Hospital, 1932-1947 








No. of Mortality, 

Operation Cases Deaths Percentage 
TI, dsavawesacesessnsesss 229 12 5.0 
I. sncna 00bscenessentonnnees 143 25 17.4 
Subtotal colectomy ............... 87 7 8.0 
ED ‘ciathncvucnsesinansees 33 1 3.3 
Restitution of continuity......... 5 0 0.0 
WORE GREED cds cceecccnccesscnes 372 45 12 





LATE RESULTS 

Complete elimination of the symptoms of a non- 
malignant disease such as ulcerative colitis would be 
an empty victory were the patient not restored to a 
position of comfort, usefulness and ability to enjoy 
most of the satisfactions and pleasures of life. To 
most of us who enjoy good health, ileostomy means 
a life of social ostracism and economic dependence. 
“T would rather be dead than have an ileostomy,” is 
a statement not uncommonly heard. Does one hear 
such statements from the patients themselves, or are 
they adjusted to the inconvenience of the ileostomy, 
philosophically accepting it as a solution to the crip- 
pling disease from which they formerly suffered? 
We have sought the answer to these and related ques- 
tions by submitting a questionnaire to each patient 
which left him considerable latitude for an expres- 
sion of opinion. 

Questionnaires were sent to one hundred and ten 
patients who have left the hospital with an ileostomy. 

We have had replies from all patients or their 
families. Five have died natural deaths from other 
diseases. One died two days after an overdose of a 
barbiturate.2 Of the 104 patients whose present con- 
dition is known, 50 are males and 54 are females. 

General.—Eighty-eight or 84 per cent of these 
patients consider themselves to be in good health at the 
present time. Of the remaining 16 patients, 4 are 





2. This was officially reported by the medical examiner as accidental 
death. 
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crippled by other conditions; 3 undoubtedly have 
active disease in the colon or some abnormality of the 
stoma which should be corrected surgically. Of the 9 
who have not become adjusted to their ileostomies, it 
is probable that 5 may be greatly helped by a change 
in appliance or ileostomy outlet. In interpretation of 
these data, it is of importance to realize that thts clas- 
sification is based on the opinion of the patient and is, 
therefore, a composite of emotional as well as the 
physical factors. 

Economic Status —Ninety-seven per cent of the 104 
patients are working as housewives, are in schools or 
are gainfully employed. There is a wide variation in 
the types of occupation—mill workers, truck drivers, 
a college professor, school teachers, dentists, physi- 
cians, medical secretaries, salesgirls, etc., with a 
tendency to avoid heavy labor for fear of injury to the 
ileostomy or of displacing the apparatus. Seventy-five 
per cent feel that their earning or working capacity 1s 
not lessened by the ileostomy. 

Social Activities —Sixty-seven per cent feel that their 
social life is satisfactory and not adversely affected 
by ileostomy. Of the 32 patients who feel that there 
are limitations, 13 referred particularly to problems 
arising when spending the night with friends or going 
on camping trips, or to activities where lack of facili- 
ties or too intimate contact with others prevented 
proper attention to the ileostomy. There is a surpris- 
ing treedom on the part of these patients to enjoy most 
of the common activities, including athletics. 

Marital Status.—Seventy of the patients are married ; 
34 are single. Twenty-three have married subsequent to 
the operation, and 1 more of the young women is to be 
married in the near future. Five have gone through 
one or more pregnancies subsequent to ileostomy. An 
understanding husband or wife and the satisfaction 
and responsibilities of children are undoubtedly 
important stabilizing factors in the lives of these 
patients. 


ILEOSTOMY AS SEEN BY THE PATIENT 

The results of a study such as this are dependent 
on the total response of the patients to the treatment 
given. It would seem fitting, therefore, that some of 
the text be written by the patients themselves. 

Readiness to Accept Ileostomy—We have previ- 
ously referred to the importance of the psychologic as 
well as the physical indications for ileostomy and have 
suggested that the patient who has really known the 
handicap of the disease is in the best position to be 
grateful for ileostomy and would, therefore, adjust 
more readily to it. 

M. W. was 21 years of age when ileostomy was 
performed. Two years later, a subtotal colectomy was 
necessary because of recurrent activity. At the present 
time her life is “happier and more complete than it 
has ever been. None except a colitis sufferer will ever 
know the terrible insecurity that goes with the inability 
to control movements and the awful all-gone feeling 
that is the result of loss of appetite and accompanying 
anemia. These I had for years (about ten) and can 
trace the present ideal situation only to the alleviation 
of the colitis through the ileostomy.” She is now 28 
years old, working as receptionist for a publisher, and 
evenings enjoys the usual social activities for one of 
her age. 
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E. M. writes: “Like all people, I fought off an 
operation as long as possible. When it became neces- 
sary aiter eight years of colitis, I accepted it with the 
feeling that my usefulness was over. But I have found 
quite the opposite to be true. When I look back on 
the years that I dragged around with colitis, I realize 
that I am the luckiest person to be able to live a com- 
pletely normal life again and I wish I-had had the 
operation long before I did.” 

The tale of R. G. epitomizes some of the reasons 
these patients have for gratitude: ‘Mine was a tough 
case of colitis. I could not go anywhere or do much 
of anything. There was not much control of the colon. 
I did not dare go to a show, or any outside entertain- 
ment or visit anyone. If I went in my auto, I had to 
take a bed pan along. The year I went to Florida, I 
went riding and driving through most of the big cit- 
ies sitting on a bedpan. The ileostomy has changec 
all this. I do most anything I want to now. . . .” 
The patient goes on to state that he is still somewha 
bothered by arthritis; he should be surveyed for the 
possibility of further colonic removal with this in view. 

Adjustment is not so easy for one taken acutely ill, 
whose medical past is one of good health. To this 
group, particularly, there must be some real incentive 
which makes life worth while even with a handicap. 
Mrs. I. S. was 38 years old when she was taken acutely 
ill after childbirth. She did not respond to medical 
treatment, and ileostomy was done as a life-saving pro- 
cedure. She had a dramatic response, became com- 
pletely well and remained so for twelve years (1947), 
when an acute exacerbation of the disease occurred. 
Again it resisted all treatment. Subtotal colectomy 
was carried out while she was acutely ill. To her “the 
whole idea of living with an ileostomy was terribly 
repulsive,” but she has been “most grateful that this 
operation was performed, for it has enabled me to 
bring up our three children and share in their activi- 
ties as well as to share my husband’s interests. At the 
time of my illness in 1932, the children were only 7, 4 
and 1 month old. Their need of me was a powerful 
incentive to live and make the best of things. Even 
that incentive would not have been helpful if it had 
not been for unfailing cheerfulness and encouragement 
of my husband—not all patients are so fortunate, and 
I ‘am not sure what my reaction would have been in 
other circumstances.” 

Adjustment to the New Mode of Life—Regardless 
ot the relief from invalidism or incentive to get well, 
adjustment to the altered way of life is not easy. 
Many patients, in writing, stress the encouragement 
and help that come from early interviews with patients 
who are well adjusted. The importance of confidence 
in one’s self, and encouragement from those who know, 
are well brought out by one of our patients (J. L.), 4 
young dentist who had an ileostomy performed four 
years ago at the age of 25. “I feel that once the men- 
tal shock which goes hand in hand with the first reali- 
zation that you have an ileostomy has been overcome, 
the rest is comparatively simple. I know as far as I 
was concerned, my mental attitude toward the whole 
business was one of utter defeat and visions of loss 
everything I held precious as far as having a family, 
getting married, engaging in sports, etc. However, 
after gradually getting used to the ileostomy (mentally, 
that is), I realized that I was not handicapped as far 





er eae eV’ eS YS eS OST 


wm 


7 + 





VotumeE 139 
NuMBER 4 


as these things were concerned. At first, I feared 
everybody could see I had an ileostomy. This was 
dispelled when I mingled with crowds and heard no 
comments. Secondly, I feared getting married because 
[ would not be able to perform my marital duties; 
this was wrong. Then I felt I could not run my prac- 
tice as a dentist; this was wrong. I found that in 
every instance, once I had overcome the idea of having 
had an ileostomy, I could undertake all that I could 
before.” He then stresses the help that would come 
irom a visit before leaving the hospital by “another 
ileostomy patient who has successfully climbed all of the 
hurdles.” 

W. S., an attractive young woman of 23, who has 
had her ileostomy eight years, writes, “I am at pres- 
ent leading a completely normal life but it has been 
a fight in my case with a lot of trouble and and heart- 
breaking experiences. I’m a successful model now. 
' but there is still in the back of my mind the 
wish that I could be connected up again—and that 
perhaps some day a different cure, one not so ugly 
and hard to take will be found.” 

M. H., a university professor, writes: “I have lived 
with my ileostomy for fourteen years already and have 
had a full, active, and happy life. I do not mean to 
infer that living with an ileostomy is as good an 
arrangement as nature provides. All I want to say 
is that one can manage very successfully with one. I 
have traveled everywhere with my ileostomy. 

It has enabled me to do creative, constructive work and 
to bring up a fine family. . . .” ° 

A. P. writes: “Put me down as the A-1 ne plus 
ultra, super duper fan of ileostomy. . . . I am 
unbelievably better fitted to engage in any activity, 
mental or physical, than I was during the years I had 
colitis.” 

Unsatisfactory adjustments have occurred in 10 of 
our patients for a wide variety of reasons. The 
appliance itself may be a source of difficulty. The 
skin-cement type of bag in rare cases fails to give satis- 
faction. R. S. writes: “The whole thing is a mess, 
whatever I do. If it could only be regulated! I just 
can’t stay on a diet, I love all kinds of food. . . I 
tried the new bag, cementing it on, but my skin couldn't 
stand the cement, it was too irritating.” In the future, 
this patient should be encouraged to maintain herself 
on a more rigid diet despite her omnivorous tendencies ; 
experimentation with various types of skin cement is 
also in order. 

The most unsatisfactory adjustment is apt to be 
found in the uneducated man, of low native intelli- 
gence and ingenuity, especially if his work is heavy 
outdoor work not easily interrupted for maintenance 
of ileostomy hygiene. H. G., a farmer and lumber- 
man, writes: “I cannot do everything that the rest 
of the crowd does. . . . soon get the name of a 
poor sport. I don’t believe anyone can have 
an operation like this and still lead a normal life. If 
[had to do it again in the same circumstances . 
[ would never have an operation like this.” Despite 
his handicap, the patient was married after ileostomy 
and has fathered 6 children in rapid succession. 

Marital and Sexual Problems.—Sex problems are of 
@ peculiarly complex type with ileostomy ; they may be 
further complicated by proctectomy. 
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In the male, problems center themselves around the 
question of social acceptability for sexual contacts and 
intercourse ; and, in addition, the physiologic possibility 
of impotence resulting from pelvic nerve interruption 
in proctectomy. In the female, social acceptability for 
sexual contacts and intercourse is also a problem; and, 
in addition, obstetric problems arise incident to ile- 
ostomy and to the reconstructed pelvic floor following 
proctectomy. 

In the case of most of the married men, the wife 
has been an understanding partner and the relationship 
has not been altered. 

W. C., for instance, writes: “My wife thinks noth- 
ing of it, and it hasn’t changed her actions towards 
me one bit.” 

One wife writes: “Our sexual relations are better 
than they were before the ileostomy because of the 
colitis condition,” pointing up the fact that the untreated 
disease is hardly one to encourage normal sexual 
activity. She continues: “It took me many months 
to get used to this and before I could bring myself to 
having marital relations again. I feel that if some- 
thing other than a pouch were invented for use during 
coitus, a marriage could be happier. . . . some- 
thing should be made that is flat instead of a bag.” 
This couple could be made more comfortable by edu- 
cation in use of the newer ileostomy appliances. 

For unmarried men the problem of “telling the girl 
friend” has not been an easy one, but has been sur- 
mounted in most cases, often with the help of the 
surgeon or internist, and a fruitful marriage has 
followed. 

C. A. was married despite ileostomy and colectomy 
and has fathered 3 children; the sexual act is quite 
normal.*® 

For the unmarried girl, the problem of informing 
a prospective mate of the true state of affairs seems 
almost unsurmountable in occasional instances. Feel- 
ings of pride are in conflict with the humiliation of 
revealing an ileostomy to the prospective mate. 

Patient N. H. illustrates some of the aspects of 
failure in sexual adjustment. A slightly built girl with 
little native drive and ambition, she has several times 
encouraged men of her acquaintance, only to break oif 
social relations when intimacy threatened revelation of 
her ileostomy. She not infrequently weeps in discussing 
these matters, and will not accept the solution of mak- 
ing a clear understanding with her “boy friend” despite 
the knowledge that others have done so. This conflict 
persists. She writes that her friends do not know of 
her handicap “I keep it to myself and do not 
like to have anyone know Marriage is a hard 
life to lead with an operation like this. So far I have 
no intention of marriage at all.” 

Another girl, R. S., has similar feelings. . . | 
would like to get married, but I have a fear of being 
turned down. especially if he should know [ 
cannot bear him children. if I went out and 
someone wanted to be affectionate, I am afraid.” 

In the case of patient D. L., a different variation is 
found. A Jewish girl of intelligence, insight and 





3. In performing proctectomy by the combined abdominoperineal route 
in these cases, considerable care has been exercised to keep the dissection 
close to the bowel and to avoid undue nerve injury. At this writing, we 
are not aware of impotence in young males from this procedure, although 
we recognize its occurrence following the more complete dissection for 
cancer. 











206 


attractive personal appearance, she avoids social con- 
tacts which might lead to engagement or physical 
intimacy because of a deep conviction that she should 
not “foist herself” on a husband, even though he were 
willing, “any man deseryes a normal wife. : 
why should he have me?” expresses her reaction. She 
writes, “Speaking for myself, truthfully, it’s a curse! 
My ileostomy is inclined to be runny, and when it’s 
in good working order, I am very aware of odors.” 

Obstetric aspects of ileostomy have not been fully 
explored. If the colon is quiescent and the patient has 
adequate insight into the problem presented, preg- 
nancy can be carried to term and pelvic delivery 
effected 

Mrs. D. C. has had two successful pelvic deliveries 
despite ileostomy and colectomy. In other instances, 
smoldering colonic activity often lighted up by preg- 
nancy has been an indication, for the termination of 
pregnancy or contraceptive advice. 

The problem of the obstetric uterus after combined 
abdominoperineal proctectomy needs more clarification. 
Mrs. A. G., recently married and three months’ preg- 
a much desired child, underwent abdominal 
hysterotomy to empty the uterus the 
suspicion that posterior fixation might lead to thinning 
of the anterior wall and the threat of rupture. At 
operation the uterus was found to be entirely free in its 
peritoneal it is quite probable that  satis- 
factory completion of pregnancy could have been 
carried out in this case, as it has in others after removal 
of the rectum for cancer. It is of interest that this 
patient not even met her future 
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(Mrs. “A. G.) had 
husband at the time of ileostomy, but by patience com- 
bined with intellectual fortitude overcame her hesitancy 
to tell him of it, secured his confidence and has been 
happily married. 

Limitations of space do not permit more extensive 
quotations from comments of the patients; detailed 
analysis of their present status has provided the basis 
for the foregoing statistical analysis. 

CONCLUSION 

Careful selection of the patients for ileostomy and 
of the time at which it is done, establishment of a 
satisfactory stoma, physiologic or anatomic elimination 
of the disease, the selection of a proper appliance and 
instruction in its use are responsibilities of the surgeon 
in dealing with ulcerative colitis. With this help and 
with aid and encouragement from patients who are well 
adjusted, the person so unfortunate as to require a 
permanent ileostomy may be assured the security of 
good general health and a respected place in the eco- 
nomic and social life of the family and community. 

The satisfaction and socioeconomic rehabilitation pro- 
duced by ileostomy are gratifying to patient and sur- 
geon in 70 to 90 per cent of patients, depending on the 
criteria used. The most unsatisfactory life adjustment 
is made by the outdoor-working laborer (male) and by 
the unmarried woman who finds in ileostomy a barrier 
to the inception of sexual relations. 

This fact should be taken into account when heroic 
methods of closing or avoiding ileostomy are under dis- 
cussion. “Ileostomy is not the end of everything, but 
rather the beginning of a new life slightly altered.” 
(j. L.) 
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Dr. Crarence Dennis, Minneapolis: The differences of 
expressed opinion are due to the fact that the etiologic factors 
underlying these diseases are unknown. We have seen cases 
in which sensitivities have played a dominant role, others in 
which dietary or traumatic factors dominated or in which 
some specific infection participated, and still others in which 
personality maladjustments have seemed most important. The 
medical and surgical therapy at the University of Minnesota 
has included each of these factors. In a twelve year survey 
it was found that 72 cases treated primarily conservatively 
suffered an initial mortality above 20 per cent. The corrected 
figures show half the group dead in five years, two thirds 
dead in ten and only 1 of the 8 known survivors at that time 
in satisfactory condition. Among the 41 treated surgically in 
this period, the initial mortality was 7.3 per cent, and 75 per 
cent were known to be alive at the end. Most successful was 
followed by stage colectomy. The surgical 
mortality of colectomy was zero, and 28 of the 30 patients 
are alive an average of four years afterward; of these, 22 
are well and active. The 10 deaths in the 41 surgical cases 
were half due to cancer. Routine colectomy, therefore, should 
cut our over-all mortality in half. It has already twice removed 
In 15 per cent of our five year 
cases cancer of the colon has developed. In another 15 per 
cent cirrhosis of the liver has developed. Two years ago, 
Dr. C. J. Watson suggested vagotomy in a patient suffering 
enteritis in the remaining 6 feet of small bowel. The response 
Three fourths of the patients 
are improved or entirely free of symptoms. The rationale rests 
on (ft) relief of enteric spasm, (2) reduction of motility of the 
entire intestine, (3) the apparent blocking of the rectosigmoid 
response to emotional stress and (4) the observation of Lillehei 
and his assoqates that the fatal diarrhea seen in dogs after 
mesenteric ganglionectomy does not occur if the vagi are 
divided. A favorable response in the proctoscopic and roentgen 
appearance is seen in most of the cases within a few weeks. 
We do not know how to select the cases that will respond 
best and we do not know how long favorable effects will 
whether long term harmful effects will appear. 
The procedure, therefore, should be regarded as under scrutiny 
and not yet ready for general application. 

Dr. Burritt B. Cronnx, New York: Regional ileitis is the 
popular name assumed by most writers and thinkers; there 
is no question but what the whole small bowel may be involved. 
In the recent survey of my cases—about 300 cases of ileitis— 
260 of them involved locally the terminal ileum proximal 
to the ileocecal valve, 35 were of ileojejunitis and 22 cases 
were combined cases involving ileum and colon. That ileitis 
and colitis are essentially the same disease and belong more 
or less in the same family I feel has justification. These diseases 
are all diseases of young persons. That is one reason for 
believing that they have a common factor. [leitis, jejunitis, 
appendicitis and ulcerative colitis are all diseases that occur 
essentially in young persons with driving personalities. The 
mixed forms of the disease again bring to mind the fact that 
these diseases may have a common factor. The more one 
sees of these mixed forms, such as involvement of terminal 
ileum and right side of the colon, or the terminal ileum and 
the descending colon or sigmoid, or terminal ileum and high 
jejunum, the more one is made aware of that fact. After 
resection for granulomatous disease, a recurrence may take 
place in either the small or the large intestine. In one family 
of 4 siblings, 1 had duodenal ulcer, one a segment right-sided 
colitis, 1 universal colitis and 1 regional ileitis. It may be 
possible that this is not initially a disease which is initiated 
by a psychic frustration or psychic trauma, but to treat oF 
attempt to treat ulcerative colitis by psychoanalysis in _the 
presence of a temperature of 103 F. and toxic manifestations 
and severe diarrhea is to waste one’s time and to waste the 
patient’s time and money. Once the conflagration has been 
started, once the intestine has become ulcerated, the time for 
the role of psychotherapy has long since passed. To attempt 
to treat that patient and not have a rapport with the patient, 
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not to know whether the patient is sympathetic with you, leads 
frequently to frustration. To cure ulcerative colitis one must be 
in perfect sympathy, psychic sympathy with the patient. 

Dr. Lester R. Dracstept, Chicago: Dr. McKittrick has 
given us a thoughtful and adequate discussion of the surgical 
treatment of chronic ulcerative colitis. With him, I am per- 
suaded that diversion of the fecal stream by end ileostomy does 
more for patients with the severe form of this disease than 
anything else that I know of save total colectomy. The high 
mortality that was formerly associated with ileostomy in the 
severe forms of colitis has been markedly reduced by pre- 
perative therapy, so that it now constitutes a less serious 
ibjection to this method of therapy. Excoriation of the abdom- 
inal wall has remained, however, a troublesome complication. 
lo ameliorate this condition, some ten years ago I introduced 

type of end ileostomy operation that has given us increasing 
satisfaction and has also found favor with Dr. Bargen at the 
layo Clinic and Dr. Sanders of Memphis. The ileum is 
transected just proximal to the ileocecal valve and the distal 
end closed. The proximal portion is brought out through a 
stab wound in the abdominal wall for a distance of 4 inches 
0.2 em.) and is covered with a skin graft. The graft takes 
idily. The ileum may then be trimmed to the desired length 
permit discharge of the ileal content into the apparatus 
thout coming in contact with the skin. I am very interested 
in Dr. Dennis’ experience with vagotomy in the treatment of 
chronic ulcerative colitis. He should be encouraged in this type 
oi work. I should like to point out, however, that we do not 
have in this case the physiologic basis for vagotomy that we 
have in peptic ulcer. In the latter instance we know that an 
excessive secretion of gastric juice can produce the disease, 
that an excess of secretion of gastric juice occurs in patients 
ani that this can be reduced by sectioning the vagus nerve. 
In chronic ulcerative colitis we have some evidence that central 
nervous system factors exert perhaps an inciting or aggra- 
vating effect, but we have not succeeded in producing the 
discase in+-experimental animals. I should like to refer to a 
fact that is a little discouraging to me; namely, that functional 
bowel distress, where the role of the central nervous system 
seems to be definite, is seldom followed by chronic ulcerative 
colitis 


De. Everett D. Kierer, Boston: The concept that regional 
ileitis and ulcerative colitis are the same disease, differing 
only in the level of the intestinal tract which is involved, is 
an attractive one from the clinician’s point of view. Acute 
enteric infections, bacillary dysentery, amebic dysentery, food 
allergy and emotional trauma have all been indicted as a cause 
of ulcerative colitis. However, the common denominator, pos- 
sibly a constitutional factor, which determines why one case 
in an epidemic of acute colitis goes on to chronic ulcerative 
colitis while in 99 others there is complete recovery, remains 
a mystery. It has often been said that ulcerative colitis tends 
to begin in the rectum and progresses in a retrograde direction 
over to the cecum. Actually, I have observed this in only 
rare instances. A patient usually presents himself with involve- 
ment of either a segment of the bowel or the entire colon, 
and subsequent roentgen and proctoscopic examinations may 
show variations in the degree of involvement, but the anatomic 
limits of the diseased area remain exactly the same. There 
Is no specific or reliable medical cure for either regional ileitis 
or ulcerative colitis. Improvement in nutrition, control of the 
diarrhea, treatment of the anemia, hypoproteinemia and secon- 
dary function help to promote remissions of active disease 
and adjustments of function to the damage already done. It 
8 More accurate to speak in terms of control of the disease 
rather than cure. It has been our experience that in approxi- 
mately one half of the patients with ulcerative colitis the 
disease can be controlled by conservative measures, but the 
other half go on with either partial or total disability, and 
a large percentage will eventually die of the disease. I would 
emphasize the most important indication for surgical treatment ; 
famely, chronic invalidism. The clinical results which follow 
ileostomy in these cases are usually striking, with the patient 
returning to his occupation and normal place in society. The 
Price that the patient must pay for the cure of his disease 
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is permanent ileostomy. To the layman this price seems a 
horrible one. Our experience, however, has been surprisingly 
happier, confirming the experience reported by Dr. McKittrick. 
With proper selection of cases the patients and their families 
are grateful and consider their relief well worth the price. 
Recently Dr. David McKell, of our clinic, has questioned 84 
patients with permanent ileostomies; 79 were pleased with the 
results and said that they wished the ileostomy had been done 
sooner, and only 5 regretted having it done. When cases are 
selected judiciously, surgical treatment offers more to the 
colitis invalid than any other treatment. The therapy of 
chronic regional ileitis is even more unsatisfactory than that 
of chronic ulcerative colitis. Since medical management is 
ineffective in many cases of chronic disease, surgical treatment 
has been employed. However, recurrences have plagued the 
surgeon. 

Dr. J. H. Firzcisson, Portland, Ore.: I should like to 
make a small contribution to the confusion in regard to etiology, 
by bringing up again the subject of familial incidence which 
Dr. Crohn touched on. Little has been written about familial 
incidence. I think it might be worth while to tell about one 
family with which I have had intimate contact. There were 
4 brothers, 1 of whom died of ulcerative colitis. The second, 
the first member of the family whom I saw as a patient, had 
been treated previously and operated on for regional ileitis. 
He later died, after his second or third operation for regional 
enteritis. Two brothers are now under my care. One has 
had an ileostomy which he feels saved his life; the other has 
intermittent flare-ups of ulcerative colitis and had a fistula 
operated on recently. One sister died of ulcerative colitis. 
Another feels that her life was saved a year ago when an 
ileostomy was done. I have treated a cousin—a female—with 
ulcerative colitis, on whom an ileostomy was done. She feels 
it was lifesaving. Her son, a boy of 10 or 12, was seen early 
in ulcerative colitis and has made a splendid response to 
medical treatment. In regard to the psychogenic aspects, one 
member of the family insists that his flare-ups have been asso- 
cated with emotional tension. 

Dr. A. F. F. ANpreEseEN, Brooklyn: The cause of ileitis 
and ulcerative colitis is not entirely unknown. While many 
cases are due to specific organisms, in our experience about 60 
per cent have been proved to be due to allergy. The allergic 
reaction may be due not only to sensitization to food or other 
ingesta but to bacteria (as in focal infections) and to inhalants 
(pollens and the like). To produce the marked reaction in 
these diseases, the exciting cause must be constantly operative; 
that is, the food or other agent must be eaten, inhaled or 
absorbed every day. It is not easy to establish an allergic 
cause for ulcerative colitis. It requires much patience and per- 
severance in working out the case, but with this principle 
carried out we have been able to clear up the disease and to 
avoid operation. The results have been as good as with any 
other allergic condition. I do not believe that psychosomatic 
surgery—that is, vagotomy, which is clearly a psychosomatic 
approach from the surgical standpoint—is of any particular 
interest in a case of this sort, and I believe that other operations 
for ulcerative colitis should be done only for complications, 
even though we have been told that ileostomy is such a great 
incentive to matrimony. 

Dr. Letanp S. McKittrick, Boston: I should like to thank 
the discussers for their contribution to this program. I have 
only one additional comment. Much has been said about the 
similarity between so-called regional enteritis and what I 
understand as ulcerative colitis. I do not feel competent to 
offer any contribution relative to the similarity or dissimilarity 
of these two diseases pathologically, but I do know that they 
are quite unlike clinically. We have great confidence that 
we can offer complete and lasting freedom from the disease 
to most patients who survive the necessary operations for 
ulcerative colitis, and to the patient with the disease which I 
know as regional enteritis, surgery offers the hope, but not 
expectation, of a cure. They may be similar pathologically, but 
they are certainly different therapeutically, and, after all, the 
patient comes to you and to me for therapy. 
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IDIOPATHIC ULCERATIVE COLITIS 


Newer Concepts Concerning Its Cause and Management 


SIDNEY A. PORTIS, M.D. 
Chicago 


Early uncomplicated and localized idiopathic or non- 
specific ulcerative colitis, I think, originates in early 
childhood, although the pathologic or pathologic- 
physiologic picture may not become evident until 
adolescent or adult life. The fact that the changes in 
the bowel wall begin for the most part in the rectum 
and sigmoid and spread upward to include the ascend- 
limb of the splenic flexure has been passed over 
in the discussion of this subject. There are 

and varied therapeutic 
been convinced that any 
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lightly 
many 
approaches. l 


etiologic conceptions 
have never 
specific organism ts the cause. 

Five vears ago I became interested in the increasing 
reports in psychiatric literature of presumable cure of 
uncomplicated and early ulcerative colitis. Psychiatrists 
claimed they could produce a lasting remission; this 
a challenge. What did psychiatry accom- 
plish that medicine could not? I could conclude only 
that the treatment had normalized the physiologic pic- 
ture of the gastrointestinal tract, especially of the 
moid and rectum, and that this had led to healing. 

| directed my attention to a limited portion of the 
colon which became ulcerated. The proctoscopic and 
the roentgenologic picture are pathognomonic, with 
tubulization of the rectosigmoid and even the descend- 
ing colon. The haustral markings are lost; the outer 

of the bowel wall here has a “feathery edge” 
or fine “saw-tooth” configuration. Pneumocolon shows 
fine flecks of retained barium if ulceration has taken 
place. \ir must not be forced into the colon with 
too great pressure, since perforation has resulted from 
too much and too vigorous inflation.) With the fore- 
going objective observations, I had a tangible begin- 
ning for observing 
and evaluating the 
progress of the dis- 
ease. 

(Juestions to be 
answered were: 
Why does this dis- 
ease begin in the 
rectum and sig- 
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Fig. 1.—Vagal innervation of the gastro- cous membrane 
ntestinal tract up to the ascending limb of ‘ ’ 
the splenic flexure here which lowered 
resistance and led 


to ulceration? The normal protective mechanism must 
have been interfered with to allow the disease to develop. 

Most doctors believe today that this disease which 
starts in the mucous lining of the bowel wall spreads 
to the deeper layers. Apparently this inflammation is 
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not hematogenous or thromboembolic. The thrombo- 
phlebitis seen on microscopic section of the colon is 
retrograde and not primary. The embolic manifesta- 
tions or thrombi in the small arterioles feeding the gut 
have not been established as primary. The organisms 
found on culture from the stools or on direct smear 
are as a rule normal inhabitants of the fecal flora. 

Therefore, this 
disturbance in nor- 
mal physiologic 
balance must have 
started in the mu- 
cous lining. Sev- 
eral methods of 
approach were pos- 2 
sible. If the psy- ya 
chiatrists were rh 
correct in their ob- x 
servations, then the 54 
first inquiry had to vo a 
do with the nerve — 'tere! columns 
supply of the gas- 
trointestinal — tract, 
especially the colon. 

Anatomically, the 
colon has four dif- 
ferent sources of Fig. 2. 
nerve supply: (1) 
the vagus nerve 
(cholinergic), whose parasympathetic fibers supply it 
from the cecum up to the ascending limb of the splenic 
flexure (fig. 1), (2) the sacropelvic (cholinergic) 
nerve, which supplies the colon from the end of 
vagus innervation up to and including the rectum 
(fig. 2), (3) the sympathetic (adrenergic) nerves 
which supply the whole colon and are derived wholly 
from the spinal cord and (4) Auerbach’s plexus 
(cholinergic ), that intermediary plexus which transmits 
impulses to the cellular structure. 

In this disease the parasympathetic (cholinergic) 
system—namely, the vagus and sacropelvic nerves—is 
most important. The vagus arises from the medulla 
and through its branches directly innervates the bowel. 
The sacropelvic nerve is formed into a nerve from the 
central area of the cord—between the second and the 
fourth sacral—and supplies the pelvic organs, including 
that portion of the colon described. Since emotional 
stimuli are transmitted over both these nerves, the end 
physiologic effect of overt stimulation is a disturbance 
in physiologic balance. The motor nerve, e.g., the 
vagus, causes contraction and peristalsis of the small 
intestine and relaxation of the ileocecal valve. The colon 
in turn has increased motility, for the same reason, 
up to and including the ascending limb of the splenic 
flexure. The sacropelvic nerve has the same physiologic 
effect on the distal part of the colon as the vagus nerve 
has on the ileocecal portion. a 

I have never observed a case of ulcerative colitis 
in which motility of the descending colon, sigmoid and. 
rectum was normal, even though the small intestine 
and the colon up to the ascending limb of the splemc 
flexure were hypermotile. Therefore, it is important 
to recognize that in the early and localized form of this 
disease the sacropelvic nerves and their innervations 
in these structures are a prime source of the physiologic 
disorder. 

Apparently, this disease is limited in the early stage 
to that portion of the colon innervated by the sacro- 
pelvic nerves (figs. 3 and 4). Why does it not inva 
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the part innervated by the vagus? Certainly most 
physicians have seen the entire colon involved in the 
chronic form. It would appear that altered emotional 
stimuli are transmitted principally over the sacropelvic 
nerves at the outset. Yet the same physiologic abnor- 
mality can be produced at the nerve endings of the 
mucous lining of the whole gastrointestinal tract. It 
must be postulated that in the early stages a protective 
mechanism exists in the mucous lining of that portion 
of the colon innervated by the vagus nerve, while the 
portion innervated by the sacropelvic nerves is more 
susceptible. The altered emotional stimuli are trans- 
mitted over both nerves. After the disease progresses 
beyond the splenic flexure into the transverse colon, 
vagal influence with decreased protection may play a 
similar role. 

lhe concentration of pancreatic enzymes in the lower 
part of the ileum and cecum is of a high titer. There 
must be some attenuation or binding or destruction 
of these enzymes as they pass down through the colon, 
so that by the time they reach the descending colon 
they do not have the same digestive activity. A normal 
alkaline stool does not cause burning or smarting at 
the anal orifice if the gastrointestinal tract has normal 
motility. During an attack of acute diarrhea there is 
usually smarting or burning. If rapid motility of the 
gas. rointestinal tract persists long enough, the skin 
about the anal orifice becomes red, painful and swollen 
like that about an ileostomy wound. The fresh skin 
about an ileostomy, however, has a tendency to bleed 
easily: this must be due to a difference in concen- 
tration of pancreatic enzyme. When the stools of diar- 
theal patients are examined for trypsin, the titer is 
never so high as that of fecal matter from an ileostomy. 
The concentration of trypsin in the intestinal contents 
pouring out of the ileum of a recent ileostomy patient 
is 50 times that in the stools of a patient with ulcerative 
colitis. Later on, as the ileum assumes some of the 





Fig. 3.—Ulcerative colitis limited to the part innervated by the sacro- 
Pelvic nerves. 


function of the colon, the concentration may drop to 
or 15 times that of the patient with colitis.? 
The recent reports that bilateral vagotomy produced 
finite improvement in the clinical picture of ulcerative 
colitis add weight to the assumption that the titer of 
paticreatic enzymes is a factor in this disease. This 
— one) 
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improvement can be due only to the slowing down of 
peristalsis in the small intestine and first part of the 
colon. Neither of these portions of the gastrointestinal 
tract is involved in the early picture of this disease. 
The similarity of the proctoscopic picture of the early 
involved mucous membrane to the skin of an ileostomy 
patient led me to believe that increased concentration 





Fig. 4.—Roentgenogram taken two years and eight months after figure 
3, showing that the disease had not progressed beyond that portion sub- 
served by the sacropelvic nerves. 


of enzyme was an important factor which produced 
digestion in both conditions. Experimental studies in 
dogs produced too many variables to allow any 
conclusion as to the concentration of these mixtures. 
More careful work in future studies should shed more 
light on this phase of the subject. 

The mucous membrane in early and even in late 
ulcerative colitis is hyperemic and swollen, has a cooked 
appearance and bleeds easily with such slight trauma 
as brushing with a cotton swab. The pinpoint hemor- 
rhages resulting from swabbing early in this disease 
are diagnostic, occurring in no other disease where 
macroscopic ulceration does not exist, except acute 
bacillary dysentery. 

The mucosa of the intestinal tract is covered with 
mucus secreted by its glands. The complex carbo- 
hydrate mucin probably serves chemically and physi- 
cally to protect the lining cells from enzymes and 
acids. Liquefaction or hydrolysis of mucin is produced 
by the mucolytic enzyme lysozyme, which is normally 
present in the intestinal tract and the concentration of 
which may change in gastrointestinal disorders. It is 
obvious that an increased concentration of lysozyme 
may mean lysis of mucus, and therefore an increased 
attack by enzymes on unprotected mucosa. 

Recently, Meyer, Gellhorn, Prudden, Lehman and 
Steinberg? have shown a mean lysozyme titer for 
normal stools of 2.7 units. Normal stools after purging 
showed 1.6 units. The mean titer of stools from patients 
with chronic ulcerative colitis was 56 units. Even more 
striking was the high titer of lysozyme found in 
specimens of mucus obtained from the rectosigmoid 
region of patients with this disease, a mean of 158.1 
units. On the other hand, the ileal stools of 3 patients 
after ileostomy showed a mean titer of 2.8 units. The 
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highest total of lysozyme content noted in the feces of 
a control group was 528 units in twenty-four hours, 
whereas the lysozyme secretion of ulcerative colitis 
patients was as high as 44,400 units in a comparable 
period (table). 

Meyer and co-workers ® studied 5 patients with peptic 
ulcer before and after vagectomy. The mean fall in 
the titer was 44.4 per cent, with a range of 16.7 to 
74+.4 per cent. This, they concluded, indicates that 
lvsozyme production is at least partly influenced by 
nervous control. Apparently, in ulcerative colitis the 
emotional stimuli transmitted to the rectum and sigmoid 
hy the sacropelvic nerves produce more lysozyme than 
is normal for the mucous membrane of the rectum and 
sigmoid, and the mucous protection of the sigmoid and 
rectum is definitely lowered by this mucolytic enzyme. 
lhe lowered resistance of the mucous lining may allow 
tryptic digestion and invasion by bacteria apparently 
innocuous to a normally protected mucous lining. The 
increased peristalsis of the stnall intestine and colon 
would throw more tryptic enzyme down on an unpro- 
tected mucous membrane. Ulceration is the result of 
enzyme digestion, 

The disease process, therefore, is comparable to pep- 
tic ulcer except that it is diffuse rather than isolated. 


me Assays of Normal and Pathologic Stool Specimens 





Individual Lysozyme Titers Mean 
(Units per Gram, Wet Weight) Lysozyme 
Soures — - ~ Titer 
ae 0.5 9.4 44 2.7 
0.2 U.S 0.9 
Norma) stools (after purging) 0.4 3.9 1.0 1.6 
0.8 13 0.1 
1.6 3.8 
Chronie ulcerative colitis stools 28.3 48.7 22.3 56.0 
49.0 10.5 180.9 
33.3 47.0 103.7 
24.2 wu 41 
“Mucus” from chronic ulcerative 
colitis patients . eeéuscnckes 43.5 80.0 15.7 158.1 
167.0 466.0 176.5 
lleal stools pncsbobduesccenseve 0.1 2.0 3.6 2.8 
Idiopathie diarrheal stool..... 5.0 





Because this discussion suggests that ulcerative colitis 
may be the result of a pathologic mechanism originating 
in the emotional-centers of the brain, it might be well 
to inquire into observations on the emotional factors 
in this disease. 

Alexander * described the process by which the child 
in early life loses his sovereignty over his excremental 
functions during training to cleanliness, when adults try 
to influence him to defecate at regular intervals—for the 
child a compliance with the adult’s wishes. The child 
may receive in exchange praise, love and sometimes 
even more material good, such as a piece of candy. 
Thus the excrement becomes first associated with the 
concept of possession, and its close relation to money, 
one of the best established facts of psychoanalysis, can 
be explained easily on this basis. The child can evaluate 
his excremental acts as a kind of donation to the adults, 
and the concept is often reinforced by the mother’s 
great interest in the matter. (The German expression 
for the bowel movement of the child, Bescherung, 
means gift.) 

In the early period the child’s attitude toward excre- 
ment is coprophilic. The excrement is a valuable pos- 
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session, a source of pleasure and something which can 
be exchanged for other goods. This coprophilic atti- 
tude, however, soon is changed by educational pro- 
cedure to its opposite, disgust and depreciation. This 
becomes, then, the basis of the sadistic aggression and 
soiling connotation with the excremental act. The 
excrement becomes a soiling weapon, and the act itself 
has assumed a depreciatory significance. This can be 
observed most clearly in the little street urchin who 
defiantly shows his hindparts and often accompanies 
this gesture with some kind of aggressive invitation, 
All these emotional connections, of course, more or less 
disappear in later life from the conscious personality, 
but they remain deeply rooted and often appear among 
the neurotic symptoms of mentally disturbed patients 
and even in the dreams of normal adults. Apparently, 
from the evidence of Alexander, the establishment of 
correct bowel reflexes leading to expulsion of stool 
must travel over the sacropelvic nerves. Therefore, one 
would expect that the primary area attacked in emo- 
tional disturbances associated with defecation would be 
the area subserved by those nerves: only later would 
the pathologic changes spread upward into the field of 
vagal innervation of the colon. 

Other constellations of emotional factors also may 
produce this disturbed physiologic balance, but they 
have not been so clearly worked out or tabulated for 
statistical evaluation. 

It is of clinical interest that this psychologic explana- 
tion of early infantile bowel habits can be demonstrated 
in adults. For instance, a young woman married for 
six months began suffering from early ulcerative colitis. 
Under medical management, later to be discussed, the 
bowel had become entirely quiescent—no blood, normal 
formed stools and a feeling of well-being. . After three 
months of medical management she complained to me, 
one Monday, of a precipitous recurrence of her diar- 
rhea on the preceding Sunday morning. Careful inter- 
rogation revealed that she had had no undue excitement 
on the previous Saturday evening. She had eaten at 
home on Saturday and Sunday, followed her diet and 
taken her medicine as directed. About one hour after 
breakfast, while she was working around the home, 
diarrhea appeared. I know from clinical experience that 
diarrhea cannot occur in a well managed subject who 
has no intercurrent infection, unless there has been overt 
emotional stimulation of the presumably stabilized emo- 
tional system. Therefore, I questioned her on the life 
situations of that Sunday morning when she was at 
home with her husband. She denied any unusual hap- 
pening, but further prying revealed that her husband 
asked her, facetiously or otherwise, “What about the 
$400 I loaned you when we first got married to buy 
your trousseau? When am I going to get it back? 
She did not have the $400. She felt distinctly disturbed, 
regressed into a childhood pattern and immediately 
had diarrhea. When I pointed out to her the associa- 
tion with the money and her ‘inablility to give it bad 
except with bowel movements, the condition immedi- 
ately cleared up—with no change in diet or medical 
management. This patient subsequently went through 
an entire pregnancy without further recurrence 0 
symptoms. J 

Another similar but more complicated life situation 
was that of a civic-minded attorney in a small town. » 
He had had ulcerative colitis for two years- His stools 
were free from occult or gross blood for a year and 
one-half under management, and for two months he 
had not received any drugs and was leading 4 well 
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regulated life with no particular dietary restriction. He 
concocted the idea that the church should assume the 
responsibility for the afternoon play of the school boys, 
and a deficit of $600 accrued. He went to the lodge 
of his community and told them of the deficit, and was 
tol! that he had engineered the scheme and that the 
lodge did not have the money. Simultaneously with 
the inability to furnish funds his diarrhea recurred. 
When ay interpretation heretofore outlined was given 
to him, his bowel movements became normal after a 
lew wee veks? management and have since remained so. 

A more striking case is that of a 19 year old student 
who was being given combined medical and psychiatric 
management at the hospital. He was having twelve 
stools during the day and six to ten stools at night 
iefore and during the early hospital period. He had 
had ulcerative colitis’ since the age of 9. His bowel 
movements narrowed down to one a day and none 
it night while he was in the hospital. I quote from 
the notes of the psychiatrist : 

Afte’ the sixth interview I was told by you that he was 
medica ly under control. I thought that I could try some 
nterprctive material which might precipitate some reaction. 
Durine that interview the patient protested the fact that he 
as so dependent on his parents, he felt badly that he had to 
ake so much from them, he felt badly that they had to supply 
lof his needs. I then told him that I thought the reverse was 
true, that in reality he wished to take from them, wanted to 
e dep odent, wanted them to take care of him. He imme- 
iately asked to be excused, saying he had to go to the toilet, 
oi sub-equently showed a reaction that was diarrheal in char- 


\iter be returned to his room, no more bowel move- 
nents occurred that day. 

In the more superficial disorders, the emotional pat- 
tems can be handled by careful painstaking interroga- 
tion. {he more deep seated, the more complex 
motional patterns should be handled by a psychiatrist. 
lsoun! a solemn note of warning. Once this disease 
s diagnosed, medical management should be vigorously 
mployed, and at no time should a psychiatrist be 
llowed to treat a patient with ulcerative colitis without 
ry ngid medical control. The disease is too treacherous 

0 be handled by the psychiatrist alone. Perforation 
nd hemorrhage can and do occur without rigid medical 
ontrol. No psy chiatrist can control the emotional prob- 
ems twenty-four hours a day- Therefore, I repeat that 
ombined management, if a psychiatrist is needed, is 

the only safe treatment. 


MEDICAL MANAGEMENT 
The therapeutic approach to this problem should take 
to consideration the dietary aspects, the medicinal 


t pharmacologic agents and psychiatric treatment, if 
needed. 


A. Diet.—The diet for ulcerative colitis is outlined: 
Foops ALLOWED 
Cereals One serving daily. Well cooked oatmeal and 


pettijohns, cream of wheat and farina. Avoid 
cereals containing bran, CR, “all-bran” “shred- 
ded wheat,” “‘muffets” and “grape nuts.” 

Cereal Spaghetti, noodles, rice, vermicelli, macaroni; ail 

Substitutes to be plainly prepared without the addition of 

any fat or highly seasoned sauces. 

Breads Enriched white bread, well toasted. May use 
melba toast, white crackers, zweiback, or holland 
rusk if desired. 


Potatoes One serving daily. May be either boiled, baked 
or mashed. 

Soups Vegetable milk soups made with puréed vegeta- 
bles and milk. Avoid the use of all meat stock 
soups. 

Meats Lean tender beef, lamb, liver, dark meat of 


chicken or turkey. 

Liver two times per week. Broiled or boiled 
sweetbreads, kidney lamb chops may also be 
used. None to be fried. 
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Fish Broiled, boiled or baked lean fresh water fish, 
e. g., perch, pike, bass, trout or whitefish. At 
least once or twice per week. May have fresh 
boiled shrimp if desired without garnish. 


Cheese Cottage, cream, mild American and Wisconsin 
brick cheese. No other kinds of cheese to be 
used. 

Eggs One or 2 daily, soft cooked, poached or soft 


None fried. 

All vegetables are to be thoroughly cooked and 

puréed. Use leafy green vegetables, e. g., 

spinach, and greens (puréed) liberally. 

Avoid the use of all raw vegetables. 

Fruits May have canned or stewed fruit (all to be 
pureed EXCEPT peaches and pears). Avoid 
syrup of canned or stewed fruit. Use puréed 
prunes and strained orange juice frequently. 
NO raw fruits or fruits with tough skins, fibers, 
and seeds. 


scrambled over low flame. 
Vegetables 


Desserts Fruit as aforementioned, fruit gelatin, rice pud- 
ding (no raisins), tapioca, junket and custard. 
At least 3 glasses of milk daily, buttermilk or 
acidophilus milk occasionally. 


Condiments None except salt in moderate amounts. 


Beverages 


Foovs to Avoip 
Coffee, tea, alcoholic and carbonated beverages, 
cocoa and tobacco. 
Raw fruits and vegetables, berries, syrups or 
canned fruits. Fried foods, oils, salad dress- 
ings, cream, nuts, peanut butter, pork and pork 
products. Gravies and sauces. Spices and con- 
diments. 
Tinned or luncheon meat and fish. 
Candy, cake, pies, pastries, sugar, jelly, honey, 
syrup and jam. 

Use “cellu” sugarless sweetener or saccharine instead of sugar. 


The following outline is of a sample menu for ulcer- 
ative colitis : 


Breakfast 6 oz. strained orange juice 
4 cup well cooked oatmeal 
4 oz. milk 
1 soft cooked egg 
2 slices white toast 

pat butter 

6 oz. milk 

No sugar 


— 


10 a.m 6 oz. tomato juice 
1 slice white toast 
1 pat butter 


Luncheon 4 oz. cream of pea soup 
Broiled whitefish, 3 oz 
Boiled potato 
Puréed green béans 
2 slices white toast 
1 pat butter 
Fresh strained applesauce (no sugar) 
6 oz. milk 
No sugar 
3 p.m. Canned peaches, no syrup 


2 unsalted white crackers 
Dinner 3 oz. tomato juice 
3 oz. broiled calves’ liver 
Baked potato (no skin) 
Puréed spinach 
Puréed lima beans 
2 slices white toast 
1 pat butter 
Baked cup custard 
6 oz. milk 
No sugar 


Bedtime 4 oz. rice pudding 
6 oz. milk 
Protein (Gm.) 123 
Fat (Gm.) 92 
Carbohydrate (Gm.) 305 
Calories 2,540 


From the outset the patient is fed easily digestible 
foods which leave little or no residue. Because of 
rapid passage of the food through the gastrointestinal 
tract, absorption is impaired ; therefore the diet is high 
in protein, calories, vitamins, iron and carbohydrates. 
The high iron content is advisable also to replace iron 
lost by hemorrhage from the ulcerative surfaces. Fats 
usually are not well tolerated and are used moderately. 
Omission of free sugar in any form was based on 
twofold evidence: First, slow injection of dextrose in 
normal dogs greatly increases the tolerance of these 
animals to subsequent more rapid injection, and sec- 
ond, the deaminization of protein and the formation 
of carbohydrate go on at a much slower rate in the 
liver of patients with colitis and therefore will give 
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a more prolonged secretion of glucose over a long 
period, and postdigestive hypoglycemia will be delayed 
if necessary to the next intake of food. However, more 
frequent feedings than the normal three meals a day 
were used as an additional factor of safety, to prevent 
hypoglycemia, and a feeding was given at bedtime to 
prevent hypoglycemic manifestations between the last 
regular meal at night and breakfast. The patient 
receives his three main meals, a midmorning feeding, 
one or two midafternoon feedings and a feeding before 
he retires at night. 

My studies led me to believe that physiologic dis- 
turbances of the gastrointestinal tract respond best when 
circulating sugar in the blood is high at all times. 
This has been previously emphasized in the treatment 
of peptic ulcer and patients suffering from fatigue.* 
One of the most important functions of food is to keep 
the brain adequately supplied with glucose. This con- 
tinuous nourishment has a salutary effect on an emo- 
tionally disturbed brain. The tendency to relative 
hypoglycemia is revealed by an intravenous glucose 
tolerance test. The blood sugar level at the end of 
three hours is lower as a rule than the initial fasting 
value. 

Smoking is prohibited, because it prolongs hypo- 
ylycemia after the initial rise of the level of blood sugar, 
defeating the purposes of this diet. 

B. Medicine —1. Atropine sulfate is the drug of choice. It 
paralyzes the vagus and sacropelvic parasympathetic nerves and 
usually blocks out impulses from the emotional centers of the 
brain. Only when excessive stimulation comes over these nerves 
does an impulse get through to the intestines. The drug may 
be given to adults in doses varying from 1499 to Yo grain 
(0.33 to 1.3 mg.) three times at meals and a fourth time at 


hedtime. The bedtime dose is exceedingly important for the 
blocking out of emotional * disturbances carried over these 
nerves while the patient is asleep. Furthermore, ten hours 


may elapse before the next intake of food. 


2. Phenobarbital is given in doses of from '% to %4 grain 
(18.2 mg. to 49 mg.) three times a day at meals and a fourth 
time with the bedtime meal. The barbiturates tend to produce 
household. 


a quiescent emotional 


3. Sodium alkyl or lauryl sulfate, in doses of 100 to 200 mg., 
is given three times a day. (If excess pancreatic enzyme and 
bacterial trypsin are present, they can be bound with one of 
these wetting agents.) In a recent verbal communication Karl 
Meyer stated that these wetting agents bind lysozyme and 
make it inactive. Observations on a large number of patients 
lead me to conclude that this is an important therapeutic agent. 
It is best given in enteric-coated pills to escape combination 
with gastric enzymes and prevent nausea. I have used it in 
ordinary capsule form, but the present preparations have many 
impurities and may not be well tolerated. More chemically 
pure preparations of these wetting agents are in the process 
of manufacture. 


4. Sulfonamide drugs inhibit to some extent the bacteria 
which take their toll on the unprotected mucous lining of the 
affected portion of the colon. My personal choice among them is 
phthalylsulfathiazole, given in doses of 15 to 30 grains (1 to 2 
Gm.) three times a day. This produces a low concentration of 
the sulfonamide drug in the blood stream and a high concentra- 
tion in the bowel content. Antibiotics have little, if any, value 
in the nonfulminating form of this disease. Phthalylsulfathiazole 
should be used only at the outset and for short periods, because 
normal inhabitants of the gastrointestinal flora manufacture 
parts of the vitamin B complex, particularly pantothenic and 
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folic acid, the latter necessary for hemopoiesis. Elvehjem* 
has shown that if the gut of young puppies is sterilized with 
sulfonamide drugs, growth ceases, because of vitamin def- 
ciency. 

5. Crude liver extract, 2 cc. three times a week intramys- 
cularly, furnishes a high concentration of the whole vitamin B 
complex, of distinct benefit to the patient. There is some 
clinical evidence that it is beneficial to liver metabolism as 
a whole and, therefore, produces a better physiologic balance 
of the liver. Thiamine chloride should be restricted to small 
doses, because it may be laxative. 

6. Contraindicated drugs include bismuth, kaolin and kaopec- 
tate, which are dangerous in any form because caking of the 
fecal content may cause pressure necrosis and perforation. 
Opiates are rarely needed, but 10 to 15 drops of tincture of 
opium one to three times a day is the preferable form. | 
rarely use any opiate. , 


Acutely ill patients should be hospitalized, but others 
may be treated while ambulatory. Hospital or ambula- 
tory management is the same, as a rule. However, 
in the presence of severe anemia with a low level of 
plasma proteins, transfusions of whole blood, plasma 
and electrolytes with dextrose may be indicated early. 
As the disease gets under control, these emergency 
measures are not needed. 

The type of case selected for medical management 
is usually one in which damage to the bowel wall has 
not been too severe. However, even when damage has 


been considerable, vigorous medical and psychiatric, 


control should be tried. I do not see tubular con- 
stricted and perforated colons any more, although other 
clinicians may still see them. The fact that chronic 
tubulated, extensively involved colons do come to one’s 
attention is a sad reflection on the medical management 
previously given to these patients. Therefore, | repeat: 
One cannot point with pride to the resultant incidence 
of morbidity and mortality. 

If the colon is beyond medical repair, surgical inter- 
vention may be indicated. The type of operation should 
be decided by the combined judgment of surgeon and 
internist. The psychiatrist becomes an_ interested 
observer during the surgical phase. Modified medical 
management should follow the operation, with choice 
dependent on the type of surgical treatment. I might 
add parenthetically that I do not think ileostomy is of 
any particular value in the acute fulminating phase 
this disease. It accomplishes nothing which cannot be 
accomplished with the present pharmacologic 
parenteral therapeutic approach. 


RESULTS OF MANAGEMENT 

Five years of continuous experience have led to the 
conclusion that the medical management outlined for 
early and uncomplicated ulcerative colitis is the 
and most satisfactory treatment. 

The regimen affords the opportunity of rigidly com 
trolling the patient at all times, observing the progress 
of the disease through the proctoscope and 
complete healing when the rectum and sigmoid mucos@ 
no longer bleed when swabbed with cotton. This 
appearance of bleeding on trauma is one of the most 
accurate criteria that the mucous membrane 1s 0° 
longer the seat of this disease. Roentge 
there is no irritability, the feathery edge of the foe 
disappears ; haustral markings may reappear, and { 
like ulceration on pneumocolon is no longer 





6. Elvehjem, C. A.: J. Am. Dietet. A. 22: 959-963 (Nov.) 1946 
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Thus the lower part of the colon is restored to a near 
sormal pattern. 

In my experience, only under this management can 
the psychiatrist be allowed to go at the emotional 
household as hard as he pleases without doing the 
atient harm. I have seen acute fulminating compli- 
ations arise when the psychiatrist alone has treated 
he disease. Finally, I am led to believe that of all 
he diseases of the gastrointestinal tract for which 
wmbined medical and psychiatric control is desirable, 
wnspecific ulcerative colitis lends itself to the most 
ysting and satisfactory result. 


CONCLUSIONS 
|. Emotional stimuli from the hypothalamic region 
we transmitted through the spinal cord and are carried 
iy the sacropelvic nerves to the rectum, sigmoid and 
gscending colon up to and including the ascending 
imb of the splenic flexure. 


2 Lysozyme (a mucolytic enzyme) is partly influ- 
«ed by nervous control. The increased stimulation 
ythe sacropelvic nerves presumably produces a higher 
iter of this enzyme. The loss of mucous protection 
ilows the digestive activity of the trypic enzyme from 
he pancreatic secretion and bacteria to take their 
wl on the mucous membrane. 


3. Ulceration results from this pathologic-physiologic 
change. 

4, Treatment should (a) be directed at the eradica- 
ion of the emotional stimuli, (>) paralyze the sacro- 
wlvic parasympathetic nerves with atropine sulfate and 
‘) abolish cortical inhibitory influences on the hypo- 
talmic region by the use of barbiturates; (d) enzymes 
ould be bound by wetting agents as sodium alkyl 
ulate to prevent their digestive activity; (e) sulfon- 
mide drugs should be given cautiously and only for 
imited periods. . 
3. Psychotherapy should be accompanied with rigid 
nedical control at all times. 


ABSTRACT OF DISCUSSION 


De. Franz ALEXANDER, Chicago: Emotional factors in the 
Mtipitation and clinical course of ulcerative colitis have been 
"watedly stressed by a number of experienced clinicians. Very 
ite specific was known, however, about the nature of the 
‘tional factors involved. The pathophysiologic mechanism 
which these emotional factors influence the mucous mem- 
kane of the large bowel were equally unknown. Dr. Portis 
S succeeded in indicating specific psychologic and somatic 
‘®ors. His observation concerning the initial localization of 
“tration in the lower portion of the colon, which is under 

Nervous control of the sacropelvic portion of the para- 
‘mpathetic system, appears highly significant. It confirms 
te observation that the psychologic stimuli in play pertain to 

‘xcremental act. The clinical examples of Dr. Portis are 
“avincing and correspond to the preliminary observations 
ry the Chicago Institute for Psychoanalysis in the course 
* Peychosomatic study of ulcerative colitis. In these prelimi- 
inte, two emotional factors stand out conspicuously, 

™ precipitating the disease and also in provoking relapses. 
“* is the frustrated tendency to carry out an obligation— 
in moral or material—and the other is the frustrated ambi- 

for accomplishment requiring concentrated expenditure of 
“ay. Dr. Portis’ example demonstrates the first type of 
Pra factor. He correctly pointed out that the urge to 

% to’ fulfil an obligation are deeply linked with the act 
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of evacuation. For the psychoanalytically trained psychiatrist, 
also, the emotional connection between pride in accomplishment 
and the excremental act is well known. The specific psychiatric 
question is to explain the fixation of the patient with ulcerative 
colitis to the anal phase of emotional development. Once the 
origin of this emotional fixation is established one can easily 
understand that whenever in later life the urge to give, to 
carry out an obligation or the ambition for accomplishment on 
some adult social level is blocked because of neurotic inhibi- 
tions, a regression to the anal form of giving or accomplishment 
may take place. It should be emphasized, however, that anal 
regression of this type is extremely common in all kinds of 
psychoneurotic persons. Some specific local somatic factor must 
be responsible for the fact that in some patients anal regression 
produces ulcerations in the bowels. Some inherent weakness 
must be assumed, and Dr. Portis’ study indicates that this 
susceptibility to emotional stimuli of anal regressive nature 
may lie in the peculiarity of the intestinal enzyme chemistry 
which is characteristic for these patients. 


Dr. Rosert J. Correy, Washington, D. C.: Dr. Portis’ 
paper offers a completely new approach to many perplexing 
problems of this disease. His views substantiate the rationale 
of a recently proposed surgical attack on chronic ulcerative 
colitis, namely, interruption of the vagus nerves. This pro- 
cedure is, I understand, now being limited to early phases of 
this condition and, as in the case of peptic ulcer, is to be 
viewed at the present time only as a “justifiable experiment.” 
I wonder whether interruption of the sacropelvic outflow of the 
parasympathetic nervous system should not be used to supple- 
ment vagotomy in this work. The merit of any such procedure 
applied to the early phases of this condition is subject to doubt 
and criticism, as many other proposed forms of therapy have 
been at times successful and spontaneous regression and cure 
not infrequently occur. Dr. Portis stated that this is essentially 
a medical disease, a view which I, as a surgeon, whole-heartedly 
share. It is only for the advanced manifestations that surgical 
treatment is indicated. Among the usual indications for surgical 
treatment are: (1) Intractable, insanguinating hemorrhage, for 
which ileostomy may be used in desperation. This is, in my 
opinion, a rare occurrence. (2) Advanced and diffuse involve- 
ment of the colon in which the organ becomes a badly scarred, 
narrow tube. My feeling is that even in these advanced cases, 
total colectomy, with a permanent ileostomy, is rarely justified. 
(3) Localized ulcerative colitis, in which the rectum and lower 
sigmoid are relatively uninvolved—this situation is rarely 
encountered, but when present, permits of segmental resection 
of the involved portion, the results of which are uniformly 
good. (4) Polyposis. Dr. Bargen, of the Mayo Clinic, and I 
demonstrated that there is a 10 per cent incidence of polyps 
in chronic ulcerative colitis. These polyps have been previously 
regarded as pseudopolyps or inflammatory tags of mucosa 
following an extensive ulcerative process. However, our studies 
revealed that true adenomatous changes develop in about 20 
per cent of the cases in which polyps develop. These adenoma- 
tous changes are usually recognized grossly by the exuberant 
vascular appearance of the polyps in distinction to the pale 
fibrous appearance of the commoner pseudopolyps. As. pointed 
out by Bargen, the incidence of carcinoma in chronic ulcerative 
colitis is 2.5 per cent, and. this percentage of malignant disease 
occurs almost exclusively in the group in which true adenoma- 
tous polyps develop. 


Dr. Peter D. Comanpuras, Arlington, Va.: This disease 
is a strange and complex malady. Certain factors must be 
known before any final evaluation of this disease can be justified. 
First, the causation is not known. Secondly, it is a chronic 
disease with remissions and relapses, most often spontaneous. 
It may manifest itself in various forms at different times in 
the same person or in different persons. There is another type 
of the disease which is frightening—the acute type with 
exsanguinating hemorrhages which in a few hours to a few 
days may result in death. A third type is progressive, unre- 
lenting in its character and intensity, becomes worse despite 
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all treatment and may result in death within a few weeks 
to a few months. The word “cure” must not be used at the 
present time in this disease; probably “arrested stage” is a 
better term. The observation of lysozyme in increasing amounts 
in peptic ulcer and ulcerative colitis is most interesting. Blood 
transfusions should be used repeatedly and frequently. Two 
thirds of the patients with ulcerative colitis respond to medical 
treatment. One third will not improve. Of these, two thirds 
will probably die and one third get worse. However, operation 
does not have much to offer. It has been stated that of those 
who have been operated on, two thirds will be dead after a 
few years. Recently it has been stated that out of 141 patients, 
over a period of five years, only 5 were feeling better at the 
end of five years. One needs all the art and science one may 
have in order to treat these patients. In using that art and 
science, one thought should be uppermost in mind—do not 
harm the patient. One needs patience and, above all, an infinite 
knowledge of human nature. 

Dr. Stoney A. Portis, Chicago: Dr. Coffey raises the 
question about vagotomy in ulcerative colitis and the possibility 
of also interrupting the sacropelvic outflow of the parasympa- 
thetic nervous system. I see no indication for vagotomy in 
early ulcerative colitis unless the patient does not respond to 
treatment with such paralyzing drugs as atropine or a similar 
pharmacologic approach. Secondly, if the patient is psycho- 
logically unanalyzable, the vagal influence could be abolished 
by vagotomy. All vagotomy does in these patients 1s to prevent 
emotional stimuli from reaching the gastrointestinal tract up 
to the ascending limb of the splenic flexure or Cannon’s point. 
| do not believe that Dr. Coffey understood the validity of my 
premise in trying to maintain a high blood sugar content at 
all times and prevent overt stimulation of the islet cells by the 
use of paralyzing drugs, such as atropine. Furthermore, insulin 
and pancreatic enzymes are not simultaneously secreted by 
stimulation of the vagus nerves. In other words, there is no 
evidence of any hypersecretion of pancreatic enzymes in dis- 
turbed patients that I know of. I did not use the word “cure,” 
and | am particularly emphasizing that this presentation is 
‘concepts” and not necessarily “proofs.” Dr. Comanduras 
discusses the problem about getting two thirds of a group of 
patients well and one third of the group do not respond at all to 
treatment. It is this 33 per cent morbidity which I think is 
a challenge to the profession. Mortality and morbidity figures 
of 30 to 40 per cent are no credit to any of us. When we 
vet these figures below 5 per cent then we are doing a real 
job. I think that we are beginning to understand what is 
going on in the colon—that we might be able to prevent this 
pathologic-physiologic condition from progressing to the extent 
that there will be a severely damaged colon. There is, at least, 
a ray of hope that this devasting disease with its chronic 
invalidism and even subsequent surgical treatment may be 
completely abated at the outset and the colon returned to a 
near normal status 


The Soul of Good Doctoring.—Begin to cultivate this gitt 
of sympathy early. Sit down on the lockers of the patients who 
are allotted to you and talk to them. The experience will 
surprise you—and it will probably surprise the patient! A good 
deal has been said about the doctor-patient relationship; I've 
said a good deal about it myself. But since it is the very soul 
of good doctoring, its importance can never be exaggerated. One 
of my chief reasons for distrusting the “new look” recently 
given to British Medicine is its tendency to disregard the 
“close-up” which is so important between doctor and patient. 
\vailability of Medicine to all the people is a good idea. I am 
“all for it,” as the expression goes. But what Medicine? Seeing 
85 patients in a doctor’s “surgery hour”—the operative word is 
clearly “seeing”—isn’t Medicine. This is one of the results of 
the switchover that it is to be hoped will soon be adjusted. 
There are other knots to unravel. But the standard of doctoring 
is the thing that matters and no one can maintain that except 
the doctor himself—Lord Horder, G. C. V. O., M.D. (Lond.), 
F. R. C. P., The Vocation of Medicine, The Lancet, Nov. 6, 
1948. 





BLE EDING—HOLOUBEK ET AL. 


A 


TOLUIDINE BLUE IN BLEEDING ASSOCIATED 
WITH THROMBOPENIA 


J. E. HOLOUBEK, M.D. 
J. V. HENDRICK, M.D. 
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The use of toluidine blue or protamine as an aid in 
controlling the general tendency to bleed in thrombo- 
cytopenia has been suggested by Allen and his co-work- 
ers.’ An anticoagulant, indistinguishable from heparin, 
was found in the blood of dogs that had hemorrhagic 
tendencies after prolonged exposure to roentgen rays, 
This bleeding was prevented and temporaril, stopped 
by the intravenous use of protamine sulfate or toluidine 
blue. It was felt that this action was due to the ability 
of these substances to render heparin inactive. By 
titration of the blood in patients with thrombopenic 
purpura they showed that an increased lheparin-lke 
activity existed and that this could be neutralized in 
vitro by use of the dye or protamine. Later these sub- 
stances were used to arrest the bleeding in patients 
suffering from thrombopenic purpura. It was found 
that no effect was produced on the platelet count or 
the bleeding time and that the primary effect was on 
the capillary permeability, thereby controlling the 
petechiae. 

It is to show the results that we obtained with 
toluidine blue that the following cases are reported. 

REPORT OF CASES 

Case 1—An 18 year old single white girl entered the 
Shreveport Charity Hospital on June 21, 1947, complaining of 
bleeding from the gums and under the skin. About June M4 
the patient noticed small hemorrhages under her skin. These 
were petechial in nature. She also noticed that her gums began 
to bleed. These had continued to ooze since then. Ecchymoses 
varied from 0.1 mm. to several inches in size. There had been 
no fever. There was no history of her having taken any 
medicine in over three years. There was no family history of 
bleeding tendencies. The patient had no previous attacks of this 
phenomenon. However, she did bruise easier than the average 
person. The patient had the usual childhood diseases. Her 
menses had been regular, and there had been no unusual 
menstrual flow. 

Physical examination revealed a well developed well nour- 
ished white girl. There were generalized petechiae and ecchy- 
motic areas from 0.2 mm. to 10 cm. in diameter on the arms, 
legs, trunk, face, tongue, tonsils and mucous membrane of 
the mouth. It did not involve the scleras, conjunctivas, retinas 
or vaginal mucosa. The eyes reacted to light and in accommo- 
dation. There was bleeding from the gums. No masses oF 
tender areas were present in the neck. The lungs were resonant 
throughout. There were no rales on auscultation. There was 
no enlargement of the heart. The blood pressure was 120 
systolic and 70 diastolic. There was a soft systolic murmur 
over the apex, which did not radiate. The rate was 70 beats 
per minute, with regular rhythm. The abdomen was normal. 
The spleen and liver were not palpable. ; 

The reaction of the blood to the Mazzini test was negative. 
The urine was normal, chemically and microscopically. The 
results of the fragility test were normal. A sternal marrow 
aspiration on the day of admission revealed megakaryocyte 


Dr, Holoubek is a Fellow of the American College of Physicians. 
From the Shreveport Charity Hospital; Visiting Physician (Dr. Dr. 
bel), Visiting Surgeon (Dr. Hendrick) and Medical Resident (Dr. 
ollis). 
. , i f 
1. Allen, J. G., and Jacobson, L. O.: Hyperheparinemia: Cause © 
the Hemorrhagic Syndrome Associated with Total Body Kxpoeee 
lonizing Radiation, Science 105:388, 1947. Allen, J. G.; Bogar leading 
Jacobson, L. O., and Spurr, C. L.: Some Observations 2, oe 
Tendency in Thrombocytopenic Purpura, Ann. Int. Med. 27: 382, . 
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hyperplasia. The reaction to the Rumple-Leed test was strongly 
positive. Roentgen views of both wrists were essentially normal, 
except for early fusion of the distal, radial and ulnar epiphyses. 
A diagnosis of idiopathic thrombopenic purpura was made. 

On June 23 the patient received 160 mg. of toluidine blue in 
distilled water intravenously. The following day there was a 
slight decrease in menstrual flow, but the bleeding from the 
eums continued. On June 24, 80 mg. of the drug was given, 
with no apparent effect. There was a slight decrease in bleeding 
time, but it was still decidedly prolonged. It became obvious 
that the drug would not stop the bleeding. The patient was 
given a transfusion and referred for surgical treatment. She 
had a splenectomy on June 26, receiving 1,500 cc. of blood 
during the procedure. She bled profusely during the entire 
time. Postoperatively she went into shock and received 1,500 cc. 
of blood and 1,000 cc. of plasma during the afternoon. Plasma 


and tran<‘usions were continued during the next day, and she 
receiver total of 5,000 cc. of blood and 2,250 cc. of plasma. 
She had a stormy postoperative course, complicated by jaundice 
and a low grade fever for about one month. 

Postoperatively the platelets showed a rise to 540,000 and 
finally rccurned to normal limits. The bleeding time also became 
normal. she was discharged August 6 and has had no symp- 
toms si! then. 

Pat! Report—The spleen measured 14.5 by 8.5 by 
4 com. 2! veighed 210 Gm. The surface was smooth and 
reddish e. The cut surfaces were brick red. The malpighian 
hodies not prominent, and the pulp showed little tendency 
to scraj iy. On microscopic section the normal architecture 
was pr d. There was reticuloendothelial hyperplasia of the 
pulp ar eht eosinophilia. 

Casi Phe patient, a 52 year old white saleswoman, entered 
the hospital complaining of weakness and shortness of breath. 
She stat hat she had been well until about six months prior 
to her | talization. At that time she had a low grade fever 
and was nd to have abscessed teeth and pus in the urine. 
She was civen sulfathiazole, and the teeth were extracted. 
After administration of the sulfonamide drugs, dizziness and 
headaches developed, but these ceased when she stopped the 
medication. She was also found to have anemia and was given 


iron and er tablets. The patient gradually improved and 
during t! unmer of 1947 was well and able to do her work. 

About t. 1, 1947, the patient experienced dizziness and 
shortness breath. After climbing several flights of stairs she 
would get very weak and dyspneic. However, she had no 
difieulty walking and working on level ground. This continued 
for several weeks before she was visited by her physician. 

There was no history of exposure to chemicals and no family 
history of anemia. The patient had had a tonsillectomy and an 
adenoidectomy in childhood, the usual childhood diseases and 
an appendectomy in 1930. She had no disturbance in her vision 
or hearing. There was no sore tongue or bleeding from the 
oral cavity and no cough or hemoptysis. There was slight edema 
ot the ankles at night. Palpitation was associated with the 
dyspnea. The appetite had been good, and she ate well balanced 
meals. There was no jaundice, constipation, hematemesis or 
melena. There had been no dysuria or other symptoms since 
the cystitis six months previously. 

Physical examination revealed a well developed woman with 
lemon yellow skin. The eyes reacted to light and in accom- 
modation. The fundoscopic examination revealed no hem- 
orrhages. The arteriovenous ratio was normal. There were 
to palpable masses or tender areas in the neck. The chest was 
asthenic, with equal bilateral expansion. There were no rales 
om auscultation. The point of maximal impulse was in the 
_ intercostal segment 16 cm. to the left of the midsternal 
ine. There was a harsh systolic murmur loudest in Erb’s area 
and transmitted into the pulmonary area and to the aorta area. 

fe was no change in the sitting position. The pulse rate 
Was 100, and the rhythm was regular. The blood pressure 
ae vp 110 systolic and 60 diastolic ; left arm, 100 
aod tight | iastolic ; left leg, 170 systolic and 100 diastolic, 
eg, 160 systolic and 100 diastolic. The liver was 

. —_ below the right costal margin in the midclavicular 
. as smooth and not tender. The spleen and kidneys 


/ 
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were not palpable. The pelvic examination revealed no abnor- 
malities. 

The hemogram revealed 910,000 red blood cells, hemoglobin 
4.5 Gm. and a white blood cell count of 2,250. The urine was 
normal, chemically and microscopically. Gastric analysis revealed 
14 per cent free hydrochloric acid and 28 per cent total acidity 
after histamine. Blood proteins were 7.6 mg. with albumin 3.6 
mg. and globulin 4 mg. per hundred cubic centimeters. The 
nonprotein nitrogen was 27 mg. per hundred cubic centimeters 
and icterus index 20.2 units. Stool examinations revealed no 
parasites or ova. Agglutinations were negative for paratyphoid 
organisms A and B, Bacterium abortus and typhoid H organ- 
isms. Proteus OX-19 and typhoid O organisms were present 
in agglutinations of 1:20 through 1: 1,640 on two occasions. 
On later rechecks the results were negative. A blood culture 
was negative. The result of the tourniquet test was negative. 

Roentgenographic studies of the chest revealed passive con- 
gestion of both lungs. The cardiac shadow was enlarged, with 
predominant left ventricular hypertrophy. There was no evi- 
dence of abnormalities of the great blood vessels or of disease 
of the thoracic cage. Views of the pelvis showed no pathologic 
bone or joint conditions. Studies of the gastrointestinal tract 
by means of the barium sulfate meal revealed no evidence of 
filling defect or deformity of the esophagus or stomach. There 
was a small diverticulum and a slightly larger one of the third 
portion of the duodenum. There was no gastric retention at six 
hours. At twenty-four hours the head of the barium sulfate 
meal was in the rectum. A barium sulfate enema showed no 
evidence of filling defect or deformity of the colon at this 
examination. 

Intravenous pyelograms showed the left kidney to be 
larger than the right. There was a calcified body seen 
opposite the first lumbar vertebra. It was in the region 
of an upper minor calyx. The dye filled the right kidney 
normally. There was a possible defect between the upper 
minor calyx and the middle major calyx on the left. Both 
ureters filled normally. There was no evidence of defect of 
the bladder. 

A retrograde pyelogram of the left kidney showed no evidence 
of filling defect or deformity of the renal calices, pelvis or 
ureter. 

An electrocardiogram revealed an elevated P wave in leads 1, 
2 and 3. The R wave in lead 1 and the S wave in lead 2 
were large and the S waves small in leads 2 and 3. The QRS 
axis was plus 90 degrees. The T wave was elevated in leads 1 
and 2 and low in lead 3 with an axis of plus 45 degrees. The 
ventricular gradient was plus 70 degrees. The impression was: 
slight right axis deviation of the QRS complex, but there was 
no evidence of ischemia. 

A sternal marrow biopsy revealed hypercellular marrow. The 
fat spaces were not completely obliterated, but in proportion 
to the cellular element they did not occupy more than one fourth 
or one fifth of the volume of the marrow. The predominant 
cells were in the erythrogenic line, and most of these appeared 
to be erythroblasts. On one side of this stage in the develop- 
ment, the more immature cells appeared reticuloendothelial in 
character (some of which appeared characteristic of megalo- 
blasts), while on the other extreme further progress in matura- 
tion eventuating in normal blasts was noted. The cells in the 
granulocytic series were rather sharply reduced in number. 
Megakaryocytes were present but not numerous. 

The patient showed signs of acute left ventricular failure 
and was temporarily digitalized. Transfusions were continued, 
and the blood cell count showed improvement. An abscess 
developed on the buttocks, which caused a septic temperature 
for about three weeks. During this time there was not an 
increase in the white blood cell count. Penicillin was given 
for about three weeks. 

On Sept. 24, 1947, the patient suddenly started to bleed 
from needle wounds, the sternal marrow biopsy wound, gastro- 
intestinal tracf, the gluteal abscess and the mucous membranes 
of the mouth. 

Transfusions were continued, but the bleeding became severer. 
On September 26 the bleeding was so severe that it was feared 
the patient would shortly bleed to death. The bleeding time 
was several hours. Toluidine blue, 132 mg., was given intra- 
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venously. The bleeding ceased dramatically, and bleeding time 
was down to eight minutes. The following morning the bleeding 
time was seventeen minutes. At this time 68 mg. of toluidine 
blue was given intravenously. Thirty minutes later the bleeding 
time was four minutes. Transfusions were continued, but all 
of the bleeding had ceased. After about ten days the wounds 
started to granulate and heal. 

The fragility test revealed: control, beginning hemolysis at 
0.44 and complete at 0.30; the patient, beginning hemolysis 
at 0.46 and complete at 0.34. The reticulocyte count was 1 per 
cent on September 24 and 5 per cent on October 10. 

rhe improvement continued. She was given reticulogen, 1 cc. 
daily beginning September 27. The reticulocytes were 5 per 
cent. An epinephrine test (Doan) was done, and there was no 
change whatsoever in any of the cellular elements. She was 
discharged from the hospital and has maintained a completely 
normal blood cell count since then. 


Case 3.—A 24 year old white woman entered the hospital 
complaining of progressive weakness and fatigue of three 
months’ duration. She had a low grade afternoon fever of 
one month's duration. Palpitation and dyspnea occurred on 
exercise. Small petechial hémorrhages had developed on the 
legs a few weeks prior to hospitalization. She had always 
bruised easily. The menses always had been scanty, but for 
the past two months they were profuse. 

The past history was noncontributory, and the system review 
revealed no abnormalities. 

Physical examination revealed a slender asthenic pale woman. 
There were numerous petechiae on the lower extremities, with 
a definite gravitational distribution. The pupils reacted to light 
and in accommodation. There were numerous fresh petechial 
hemorrhages in the retina. The ears were normal. The mucous 
membranes of the mouth contained many small petechiae. The 
dentition was normal. The chest was asthenic, and there were 
no rales in the lungs. The heart was midline, and the blood 
pressure was 104 systolic and 70 diastolic. There were no 
murmurs. The pulse rate was 110. The liver was smooth and 
palpable 2 cm. below the right costal margin. The spleen was 
smooth, hard and palpable 8 cm. below the left costal margin. 
\ few small distinct nontender lymph nodes were palpable in 
the right axilla and left groin. 

\ diagnosis of subleukemic lymphatic leukemia was made, 
and general supportive treatment was started. 

She was given a total of nine transfusions, first at weekly 
intervals and more frequently later. She continued a progres- 
sive downhill course 

On October 30 the petechiae became more pronounced on 
the legs. A decided increase in the heparin-like activity of 
the blood was found in the titrations, with the method of Allen. 
Toluidine blue was given in an attempt to stop the petechiae 

2.5 mg. per kilogram of body weight was given the first 
day and 1 mg. per kilogram the second day). There was no 
oozing at this time. The platelet count was 23,000. No trans- 
fusions were given for two weeks. It was noticed that no 
new petechiae developed for one week. After this time new 
ones formed. 

On Nov. 12, 1947, oozing from the mouth started and 
the patient vomited blood. The hemogram revealed 8.5 Gm. 
hemoglobin, 2,760,000 erythrocytes, 6,700 leukocytes, 25 neutro- 
phils, 10 lymphocytes and 65 lymphoblasts. The platelet count 
was between 23,000 and 35,000. 

The patient was given 3 mg. per kilogram of body weight 
of toluidine blue, and within the hour the oozing and vomiting 
ceased. There was no appreciable effect on the bleeding time, 
which was decidedly prolonged. Three days later bleeding again 
developed, and the medication was repeated with dramatic 
cessation of the bleeding. A spiking fever developed during 
this time. 

In spite of repeated transfusions she continued a rapid down- 
hill course and died sixteen days after her final admission. 
After the four infusions of toluidine blue, the* patient had no 
more petechiae. Prior to the use of the dye two hundred 
petechiae were counted in an area 3 cm. in diameter. These 
completely cleared for the last week of life. 

Postmortem examination revealed numerous petechial hem- 
orrhages on the surfaces of the heart, lungs and small intes- 
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tines as well as in the medullary portion of the kidneys. The 
spleen measured 10 by 5 by 20 cm. The mesenteric nodes were 
enlarged. 

Microscopic sections revealed congestion in both lungs. Obser- 
vations of the bone marrow confirmed the diagnosis of lymphatic 
leukemia. 


COM MENT 

There was little if any response to the use of the 
dye in case 1. Facilities for the titration of the patient's 
blood for the presence of heparin-like substances were 
not available, and the test was not done. Undoubtedly, 
if this had been done, it probably would have revealed 
no response. 

In the second case, however, the response to the 
intravenous administration of the dye was dramatic. 
The patient was practically morbid from oozing from 
the mucous membranes of her mouth, bowel and 
petechial hemorrhages in the skin. There had been no 
response whatsoever with the transfusions. Even 
though it has been reported that the dye does not affect 
the bleeding time, it is interesting to note that the 
bleeding time on September 27 was seventeen minutes 
just prior to the second injection of the dye. One-half 
hour after the completion of the procedure it was four 
minutes. No transfusions were given during this time. 
Titrations were not done in this case. 

In the third case, the blood was titrated for heparin- 
like activity and it was obvious that this was cecidedly 
increased. Therefore, the use of toluidine |lue was 
indicated to stop the petechiae and oral bleeding. It 
worked dramatically, and, since the effect lasted about 
three to four days, it was repeated. It kept this patient 
comfortable during the last few days of her life. How- 
ever, even though petechiae of the skin and oozing of 
the mouth were not observed during the last week of 
her life, numerous petechiae were found on the viscera 
at death. The last injection of the dye was eleven days 
before death. 

One interesting observation in the last 2 cases was the 
rather dramatic feeling of well-being experienced by 
these patients after the medication was given and the 
hemorrhages ceased. This was noticed not only by the 
patient, but by the nurses and the family. 

The antiheparin drugs are a valuable adjunct to the 
treatment of petechial bleeding associated with throm- 
bopenia in properly selected cases. First, it may be 
used in preparation for splenectomy in thrombo- 
penic purpura; second, in certain instances of acute 
hone marrow suppression it may be lifesaving, and a 
third important use is in decreasing the amount of 
petechiae and oral bleeding in patients with leukemia, 
thereby making the last few weeks of their life more 
comfortable. Fourthly, toluidine blue may be used to 
stop the bleeding tendency in a patient who has been 
given too much heparin in the treatment of phenomena. 


SUMMARY AND CONCLUSION 

Three cases are reported in which toluidine blue was 
used in an attempt to stop the petechial bleeding and 
oozing in cases of bleeding secondary to thrombopenia. 

Proper selection of cases is of extreme importance ™ 
the use of this substance. 

ADDENDUM 

Since this article was written we have had the oppor 

tunity to do toluidine blue filtrations on thirty put 


. . . . It 
puric states associated with thrombopenia. The resu 
of the test has always been positive in leukemas 


in this series. 
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THE JARISCH-HERXHEIMER PHENOMENON 
IN LATE SYPHILIS 


Probable Fatal Reactions to Penicillin 


VIRGIL SCOTT, M.D. 
RICHARD W. MAXWELL, M.D. 
and 


JOHN 5S. SKINNER, M.D. 
St. Louis 


Since the introduction of arsphenamine the Jarisch- 
Herxheimer reaction has been a much debated, fre- 
quently maligned and little understood phenomenon. 
in early syphilis, the reaction is characterized by fever 
with or without an intensification of accompanying 
visible lesions, the complete reaction occurring within 
the first twenty-four hours following the administration 
of an acti\ ely antitreponemal agent. In late syphilis fever 
also occurs, but the clinical manifestations are more 
varied both in symptoms and in severity depending, 
probably large part, on the anatomic site of the 
lesion(s) and perhaps, on the numbers of Treponema 
pallidum present. With the advent of penicillin, atten- 
tion has been refocused on the Jarisch-Herxheimer 
phenomenon, and alarming, although not fatal, reactions 
presumably of this type have been reported in neuro- 
syphilis, cardiovascular syphilis * and in syphilitic 
primary optic atrophy.* 

The purpose of the present report is to record fatali- 
ties in 2 patients with late syphilis occurring within 


the first few hours after the institution of penicillin 
therapy. lhe evidence in one patient, with a proved 
gumma of the brain, who died suddenly and unex- 
pectedly iourteen hours after the initial injection of 
penicillin, ctfers convincing proof to us of the occur- 


rence of a fatal Jarisch-Herxheimer reaction and as 
such represents the first thus far reported following 
administration of this agent. In the second patient, 
with an aortic aneurysm which ruptured forty-nine 
hours after the institution of penicillin therapy, the 
citcumstances are perhaps less conclusive. 


REPORT OF CASES 


Case 1—F. S., a 21 year old white housewife, was admitted 
to the gynecologic service of the St. Louis City Hospital on 
Jan. 19, 1948, with presumed vomiting of pregnancy. The rele- 
vant history, as reconstructed later, dated to one year prior 
to the present admission, when she consulted the outpatient 
clinic of another hospital for prenatal care. A diagnosis of 
carly latent syphilis was made, and between Jan. 14 and July 27, 
197, she received twenty injections of oxophenarsine hydro- 
chloride and nineteen of a bismuth compound. On the latter date 
she was delivered of a living nonsyphilitic ¢ infant. The sero- 

_Teaction for syphilis, positive before treatment, was 
‘gative at the time of delivery.5 The patient lapsed from 
tion and received no further treatment for syphilis. 





ys the St. Louis City Hospital, the Syphilis Clinic of the Washing- 
Nm ag Clinics, and the Departments of Internal Medicine and 
a Medicine, Washington University. 
Dee «- Tucker, A., and Robinson, R. C. V.: Neurosyphilitic 
Ma negated with Penicillin: Probable Herxheimer Reactions, J. A. 
4. 132: 281 (Oct. 5) 1946. (b) Stokes, J. H.; Steiger, H. P., and 
jammon Syph G. D.: Three Years of Penicillin Alone in Neurosyphilis, Am. 
Noone 3 Sonor. & Ven. Dis. 32:28, 1948. (c) Callaway, J. L.; 
AAS Flower, A. H.; Kuhn, B. H., and Riley, K. A.: The Use 
rer] * = Na a of Syphilis and of the Central Nervous 
6 ¥. Callaway, and others.*© (6) Dolkart, R. E., and Schwemlein, 
MA 129% Treatment of Cardiovascular Syphilis with Penicillin, J. A. 
Springfield : 515 (Oct. 13) 1945. (c) Moore, J. E.: Penicillin in Syphilis, 
3 Mon I, Charles C Thomas, Publisher, 1946, p. 57. 
» Moore, Pp. 58 


— Was proved by subsequent follow-up (negative reaction to blood 
: mm 17 weeks of age). 
diagnosis preceding information was confirmed by written abstract. The 


ew 


zi. 


4 and the early latent syphilis was based presumably on the patient’s 

mini the presence of syphilis in her husband to. whom she had been 

keeping wi t one year. The fact that seroreversal occurred is in 
with short duration of infection. 
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The complaints necessitating the present hospitalization dated 
to one month prior to entry and included anorexia, nausea, 
vomiting, frontal headache, unsteadiness in gait, insomnia, ner- 
vousness and moderate generalized weakness. For two weeks 
she had noted photophobia and some blurring of vision. The 
last menstrual period had occurred ten weeks before admission. 

On physical examination the (rectal) temperature was 37.2 C. 
(99 F.) pulse rate 88 per minute, respiration rate 24 per 
minute and blood pressure 120 mm. of mercury systolic and 
80 diastolic. The patient was an obese, mentally sluggish girl 
who made every effort to keep her eyes shaded during the 
examination. From time to time she had mild, generalized 
“shaking” or “twitching” episodes, which she attributed to 
the light sensitivity of her eyes. The general physical exami- 
nation elicited no abnormality except for enlargement of the 
uterus. No definite neurologic abnormalities were recorded at 
the time of admission, although adequate examination of the 
eyes was difficult because of intense photophobia. The gait was 
unsteady, but there was no ataxia of any of the extremities 
when tested individually. 

Laboratory studies included a normal red blood cell count, 
hemoglobin, total and differential white blood cell counts, 
and urine. The standard Kahn reaction of the blood serum 
was positive (not quantitatively titered) as was the reaction 
to the Kolmer complement fixation test on two examinations. 
Lumbar puncture performed on the fourth hospital day showed 
elevation of the initial pressure to 230 mm. of cerebrospinal 
fluid. Examination of the fluid showed 37 lymphocytes, total 
protein 75 mg. per hundred cubic centimeters, colloidal gold 
reaction 5554433211 and a positive Kolmer complement fixation 
reaction with 0.5 cc. of spinal fluid (titration not done). 

Hospital Course—On bed rest the vomiting decreased in 
frequency, but the patient’s mental sluggishness and unsteady 
gait remained unchanged. Occasional “twitching” episodes, 
which were believed not to be convulsive in nature, continued. 
At times pupillary responses seemed retarded and speech was 
described as slurred, but whether these were real or due to 
variations in interpretation is not clear. One examiner described 
haziness of the optic disks without definite elevation, but other 
cranial nerve abnormalities were not detected. On the eleventh 
hospital day (the last day of 'ife) hyperactive tendon reflexes 
(bilateral) were recorded, and Babinski and Hoffman signs 
were present on the left. At this time a presumptive diagnosis 
of neurorecurrence with acute syphilitic meningitis was made 
and penicillin was begun, 60,000 units of crystalline G sodium 
penicillin being injected intramuscularly every three hours. 
Unfortunately, only one temperature observation was made 
between the first injection of penicillin and death, but six hours 
after the start of treatment (eight hours before death) the 
rectal temperature was elevated to 38.1 C. (100.6 F.). It is 
significant that this was the only elevation in temperature 
recorded during the entire eleven days of hospital observation. 
Thirteen hours after the first injection of penicillin the patient 
had a generalized convulsion, and one hour later was found 
dead. 

At autopsy ® the important findings, except for an 8 cm. 
fetus contained in the uterine cavity, were limited to the 
central nervous system. The brain weighed 1,240 Gm. The 
leptomeninges and blood vessels appeared normal, but over 
the convexity of the left hemisphere the convolutions were 
flattened and the sulci narrow. No pressure cone was apparent 
at the base of the cerebellum. On coronal section a subcortical 
lesion measuring approximately 3 by 2 by 2 cm. was found 
at the juncture of the leit temporal and parietal lobes. The 
lesion was firm and rubbery in consistency, the central portion 
being a homogeneous lemon yellow color with a thin, irregular 
surrounding zone of pink containing scattered tiny areas of 
fresh hemorrhage. The left lateral ventricle appeared flattened 
and shifted to the right. 

On histologic examination the homogeneous central area rep- 
resented necrosis with complete loss of normal brain archi- 
tecture. Toward the outer margin several thrombosed blood 





6. Autopsy was performed by Dr. Francis E. Pennington, Department 
of Pathology, St. Louis City Hospital. 
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vessels and scattered areas of recent hemorrhage were present. 
he surrounding zone was composed of chronic inflammatory 
dense infiltration of mononuclear cells, intense 
engorgement of blood and pronounced perivascular 
cuffing. In many areas polymorphonuclear leukocytes made up 
a considerable proportion of the cellular infiltration. Sections 
portions of the brain normal-appearing 
blood vessels and parenchyma. 


tissue with a 


vessels 


from other showed 


meninges, 
a 44 year old white male factory inspector, 
Louis City Hospital on Oct. 1, 1947. 
history was fragmentary, and 


Case 2.—E. J., 
was admitted to the St 
Because he was stuporous, the 
even the onset of the present illness could not be accurately 
For over a and a half he 
malaise and listlessness to the extent that he had felt 
Nine months before admission he had injured 


Shortly thereafter a chronic 


dated year had complained of 
chron 
unable to work 
his back in a fall downstairs. 
morning cough developed productive of 15 to 30 cc. of yellowish 
and one week 
amounts of blood. For 
two months he in the back, and 


veight loss and irritability had been present for one 


sputum, which on two occasions (two months 


before entry) had contained small 


had complained of pain low 
anorenrta, 


month. During the two weeks preceding admission he had felt 


too ill to get out of bed, and for one week there had been 
ills and fever. Severe occipital headache developed three 
lays prior to entry, and eight hours before admission he had 


complained of a stiff neck. Two hours later he lapsed into 


semicoma 


The information was obtained subsequently that he had had 
i genital lesion fifteen to twenty years previously and _ that 
three years ago a serologic test for syphilis elicited a positive 


reaction on routine examination, but antisyphilitic treatment 


had never been received 
On physical examination the temperature was 40.0 C. 
(104.0 F.), pulse rate 120 per minute, respiration rate 28 per 


minute and blood pressure 110 mm. of mercury systolic and 


60 diastolic. The patient was comatose and obviously critically 


ill | ere 


the mucous 


was no body rash and no petechiae were seen on 
The ocular fundi appeared normal. 


bronchial breath 


membranes. 
(decreased resonance, 


transmission) 


Signs of consolidation 


sounds, and increased voice were described over 


the upper lobe of the right lung. The heart was considered to 


be of normal size; a faint (grade I) systolic murmur was 
heard at the cardiac apex. There was slight clubbing of the 
fingers of both hands. On neurologic examination the neck 


Kernig’s sign 
studies showed mild normocytic anemia, 24,000 


was’ stiff and was present. 
laboratory 
«l cells with 2 per cent juvenile forms, 4 per cent 
stabs cent polymorphonuclear leuko- 
cytes, 4 per cent lymphocytes and 1 per cent monocytes. The 
urine a trace of protein. The standard Kahn floc- 
culation and qualitative Kolmer complement fixation reactions 
of the blood serum were positive. The cerebrospinal fluid was 
4,100 cells, all of which were poly- 
morphonuclear leukocytes. Bacteria were not demonstrated on 
direct smear, and cultures of the spinal fluid and of the blood 


white blo 
and 82 pet segmented 


contained 


cloudy and contaimed 


remained sterile. Sugar was reported absent from the spinal 
fluid. 
Hospital Course-—A presumptive diagnosis of meningococcic 


meningitis was made, and antimicrobial therapy was instituted. 
Crystalline G sodium penicillin, 20,000 units, and streptomycin, 
were instilled into the lumbar sac at the time of the 
Systemically, crystalline G penicillin, 50,000 
was intramuscularly every three hours, and 
sodium sulfadiazine was administered subcutaneously in a 
total dosage of 15 Gm. during the first twenty-four hours. 
At the end of this time consciousness had been regained and 
the temperature had fallen to 38.5 C. (101.3 F.). The cerebro- 
spinal fluid now contained 4,800 polymorphonuclear leukocytes, 
34 mg of sugar per 100 cubic centimeters and again no bacteria 
on smear. Penicillin and sulfadiazine were continued paren- 
terally, and recovery from his acute illness seemed well under 
way, when, forty-nine hours after admission, he suddenly 
vomited a large quantity of bright red blood and died. 


100 me., 
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At autopsy,’ the important findings were related to the 
aorta, where two saccular aneurysms were found in the 
descending portion. The proximal aneurysm, 2 cm. in diameter 
was adherent to and had ruptured into the esophagus, The 
distal aneurysm, measuring 6 by 5 cm., projected posteriorly 
against the thoracic vertebrae, but erosion of the vertebral 
bodies was not present. The remainder of the aorta from the 
base of the aortic valve to the bifurcation exhibited extensive 
linear wrinkling and scattered raised yellow plaques. 

The incidental gross findings included fibrosis of the upper 
lobe of the right lung with dense adhesions obliterating the 
pleural cavity in this region. Over the vertex of the brain 
there was a thin layer of cloudy yellowish exudate which was 
postmortem culture. The stomach distended 
2,000 ec. of fresh blood : the remaining 


sterile on 
with approximately 
viscera were pale. 


Was 


On microscopic examination, hemotoxylin and eosin stained 
sections of the aorta showed mild to moderate thickening of 
the intima and extensive destruction of the media with focal 
mononuclear The 


cells. 


collections of VaSa Vasorum were 
surrounded by nests of similar cells. Sections througl the site 
of rupture showed necrosis of the aneurysmal wal! and of 


all layers of the esophagus. 


COMMENT 

In early syphilis, Herxheimer reactions are common, 
occurring in 59 per cent of one penicillin-treated series.” 
These invariably occur early, within the first twenty- 
four hours after the initial injection, and are neither 
serious nor a contraindication to continued treatment. 
When treatment has been initiated with the usual 
dosages, it is apparently an all or none phenomenon, 
since recurrences of the reaction are not observed.’ 
In penicillin-treated late syphilis, neurosyphilis consti- 
tutes the chief hazard and Herxheimer reactions (clim- 
cal and/or febrile, but predominantly the latter) have 
heen reported in as high as 75 per cent of patients 
with dementia paralytica.'® From the clinical stand- 
point convulsions and acute mania constitute the two 
most alarming types of reaction thus far described. 
Convulsions, severe and prolonged, have been observed 
in 2 patients by Tucker and Robinson," and_ similar 
reactions were reported by Stokes and associates." 
Callaway and his co-workers © have described acute 
maniacal episodes occurring shortly after the insti- 
tution of penicillin, and we have observed two similar 
instances. To our knowledge no report has thus far 
appeared on the treatment of gumma of the brain with 
penicillin, although we have treated one such patient 
without the occurrence of the Jarisch-Herxheimer 
phenomenon. 

In the first patient herein reported the evidence 
favoring a focal reaction at the site of the intracerebral 
gumma as the immediate cause of death seems so con- 
vincing as to be almost irrefutable. Present knowledge 
of the biology of syphilis lends support to the hypothe- 
sis that precocious tertiarism, as exemplified by this 
patient, would constitute a situation ideal for the 
development of an intense focal reaction following the 
administration of a potent antitreponemal agent such 
as penicillin. It is true that the patient was seriously 


—————— 


7. Autopsy was performed by Dr. Albert H. Braden, Department of 
Pathology, St. Louis City Hospital. : 
8. Moore, J. E.; Mahoney, J. F.; Schwartz, W.; Sternberg, f., and 
Wood, W. B.: The Treatment of Early Syphilis with Penicillin: . 
Preliminary Report of 1418 Cases, J. A. M. A. 126: 66 (Sept. 9) 194 . 
9. Farmer, T. W.: The Jarisch-Herxheimer Reaction in Early Syphilis 
Treated with Crystalline Penicillin G, in Symposium on Recent — 
in the Study of the Veneral Diseases, Washington, D. C., Apri: 8-9, 19 . 
10. Hoekenga, M. T., and Farmer, T. W.: The Jarisch-Herxheimer 
Symposium on 
Washington, 
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ill and that there had been no favorable progress dur- 
ing the ten days of observation, but her condition had 
not been considered critical. Of crucial importance 
from the standpoint of substantiating the occurrence of 
a Herxheimer reaction was the elevation of body tem- 
perature to 38.1 C (100.6 F.) six hours after the first 
injection of 60,000 units of crystalline G sodium peni- 
cillin and eight hours prior to sudden death. 

Unfortunately, objective criteria have not thus far 
been established for the histologic diagnosis of a Herx- 
heimer reaction in late syphilis, although Sheldon and 
Heyman'' have recently described acute changes, 
identified by serial biopsies, in the moist genital lesions 
of secondary syphilis accompanying Herxheimer reac- 
tions due to penicillin. The reported changes include 
engorgement of blood vessels, edema and _ infiltration 
with polymorphonuclear leukocytes. In our opinion 
similar changes are present in the zone of reaction 
surrounding the gumma in our own patient, and 
Sheldon,'* after reviewing the sections, concurred. 

In cardiovascular syphilis the occurrence of the 
Herxheimer reaction following penicillin (or any other 
antitreponemal agent) is less well documented than in 
neurosyphilis. Two series of penicillin-treated patients, 
both small, have thus far been reported in the literature. 
Russck and associates '* described their experiences in 
15 patients with cardiovascular syphilis, 4 of whom had 
aortic aneurysm and 11 “syphilitic aortitis.”. One 
patieit with an aneurysm, who previously suffered 
angina only on effort, experienced intermittent sub- 
sternal pain at rest on the third day of penicillin therapy 
(40,000 units every two hours). This subsided despite 
continuation of treatment. No reactions were described 
in the remaining 14 patients, although specific mention 
of fever is totally lacking. The authors’ failure to 
define their criteria for the diagnosis of syphilitic 
aortitis, a notoriously difficult clinical diagnosis, in 
Il patients also detracts from the value of the report. 

In the second series Tucker and Farmer ™ treated 
34 patients (25 with syphilitic aortic regurgitation, 
Y with aortic aneurysm) with varying initial doses of 
penicillin, one group with small doses (500 to 3,000 
units), the other with large (25,000 to 100,000 units). 
Five patients had febrile reactions (without regard to 
initial dosage) within the first sixteen hours of treat- 
ment, which the authors ascribed to concomitant symp- 
tomatic neurosyphilis rather than to aortic syphilis. 
Two patients with angina of long standing had attacks 
of usual frequency and severity during and subsequent 
to penicillin therapy. 

On the other hand, three. groups of observers have 
reported + patients in each of whom circumstantial 
evidence suggested the possible occurrence of a Herx- 
heimer reaction. In one of Dolkhart and Schwem- 
lein’s *» 2 patients, the complicating factor of rheumatic 
heart disease was present. In this patient, who had 
previously had angina on effort, precordial pain devel- 
oped at rest on the second day of penicillin’ therapy, 
tollowed by episodes of ventricular extrasystoles, and 








11, Sheldon, W. H., and Heyman, A.: Morphologic Studies in Syphilitic 
y+ mea During the Herxheimer Reaction, in Symposium on Recent 
vances in the Study of the Venereal Diseases, Washington, D. C., 
April 8-9, 1948, 

12. Sheldon, W. H.: Personal communication to the authors. 
7. Russek, H. I.; Cutler, J. C.; Fromer, S. A., and Zohman, B. L.: 
Featment of Cardiovascular Syphilis with Penicillin, Ann. Int. Med. 
25: 957, 1946, 

14, Tucker, H. A., and Farmer, T. W.: Penicillin in Cardiovascular 


Syphilis: Early Reactions to Administration, Arch. Int. Med. 80: 322 
Sept.) 1947, 
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further penicillin was not administered. The second 
patient with tabetic neurosyphilis and syphilitic aortic 
regurgitation, while receiving penicillin for an inter- 
current infection, experienced on the third day of treat- 
ment precordial pain, for the first time in six years, and 
penicillin was discontinued. Callaway '*. has reported 
1 patient with syphilitic aortic regurgitation who was 
thought to have ruptured an aortic cusp ten days 
following the completion of penicillin therapy, and 
Moore ** has described a striking postmortem finding in 
1 patient with dementia paralytica and syphilitic aortitis 
who died, presumably of cardiac failure, on the fourth 
day of combined malaria and penicillin therapy. At 
autopsy extensive syphilitic aortitis was present, and 
each plaque contained a large fresh hemorrhage. 

The evidence for considering these as cardiovascular 
Herxheimer reactions is admittedly flimsy, and in our 
own patient conclusive proof cannot be presented. 
Undoubtedly the aneurysms had been present for some 
time and, almost certainly, spontaneous rupture would 
not have been long delayed. Nonetheless, the back- 
ground of untreated syphilis of many years’ duration 
and, as demonstrated at autopsy, the advanced syphilitic 
involvement of the entire aorta including the two large 
saccular aneurysms would predispose, if a Herxheimer 
reaction occurred, to precisely the type of fatal out- 
come that resulted, i. e., rupture of an aneurysm. 
McDermott '* in discussing cardiovascular Herxheimer 
reactions has recently pointed out that the pathologic 
processes, or at least the demonstrable numbers of 
T. pallidum, are quite different in the syphilitic aorta *" 
as compared to certain types of neurosyphilis, e. g., the 
brain in untreated dementia paralytica. In the aorta 
spirochetes are demonstrable with great difficulty by 
histologic methods,'* while in the brain they may be 
present in large numbers. 

It is also true, however, that the pathogenesis of the 
Jarisch-Herxheimer reaction is poorly if at all under- 
stood, and that a definite relationship between T. pal- 
lidum and the reaction itself has not been established. 
Such a relationship, however, seems at least probable, 
but whether this will prove to be in terms of num- 
bers of organisms present, activity of organisms 
(nultiplying versus resting), or, on the other hand. 
is depehdent on such host factors as immunity or 
hypersensitivity is completely unknown at present. 

In our patient any febrile reaction coincident with 
a Herxheimer phenomenon was masked by the fever 
associated with the purulent meningitis. The time rela- 
tion between the initial injection of penicillin and death 
is compatible, we believe, with therapeutic shock. 
Although the febrile component of the reaction in late 
syphilis has usually been completed by the end of 
thirty-six hours, to our knowledge no information exists 
as to the time relations of the focal reaction at the 
site of the lesions. That the tissue phase may be 
retarded in comparison with the febrile response seems 
not only possible but likely. That coincidental rupture 
of an aneurysm should occur at a time when recovery 
from meningitis was well under way and when the 
strain on the cardiovascular apparatus was probably 








15. McDermott, W., in discussion on the Jarisch-Herxheimer Reaction, 
in Symposium on Recent Advances in the Study of the Venereal Diseases. 
Washington, D. C., April 8-9, 1948. 

16. Except perhaps in so-called gummatous aortitis. 

17. Indeed, Frazier and his co-authors (Hu, C. K.; Liu, Y.; Chen, 
K. D., and Frazier, C. N.: Isolation of Virulent Treponema Pallidum 
from Human Aorta Thirty-Two Hours After Death from Cardiovascular 
Syphilis, Am. J. Med. 1: 301, 1946) reported the isolation of T. pallidum 
by animal inoculation from the human aorta for the first ‘ime in 1946. 
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lessening seems remote. However, the possibility that 
rupture was coincidental cannot be categorically 
denied.'* 

The prevention of Herxheimer reactions requires 
further study. Considering the many thousands of 
patients who have already been treated with penicillin, 
the number of reported serious reactions has been 
small indeed, and whether preventive measures should 
be routinely attempted is open to question. Certainly 
in gumma of the larynx and of the brain (when recog- 
nized), where Herxheimer reactions may be fatal, 
probably in dementia paralytica and in primary optic 
atrophy, and perhaps in cardiovascular syphilis, attempts 
at prevention should be considered. Since Herxheimer 
reactions in late syphilis have been described even when 
treatment has been initiated with small doses of peni- 
cillin,'’ preliminary injections of a bismuth compound 
would be the logical choice; for, although therapeutic 
shock has been described following the use of this 
drug,*" relatively few are on record. In neurosyphilis 
Moore has suggested the use of one or more pre- 
liminary induced paroxysms of fever (malaria, hyper- 
therm) before administering penicillin. 


SUM MARY 

lwo instances of sudden death occurring in patients 
with late syphilis soon after the institution of penicillin 
therapy are reported. In one patient, with a gumma 
of the brain who died fourteen hours after the initial 
injection, collateral evidence supporting the occurrence 
of a Herxheimer reaction is conclusive, and that death 
occurred as a direct result seems certain. In_ the 
second patient with rupture of an aneurysm forty-nine 
hours after the institution of penicillin, the evidence 
in favor of a fatal Herxheimer reaction is suggestive. 
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Fluorine in Newburgh’s Water Supply.—In Newburgh, 
New York, about fifty-one pounds of sodium fluoride—a highly 
toxic chemical—are added daily to the public water supply. 
Dissolved in the three million gallons of water used daily for all 
purposes in Newburgh, this amounts to about one part per 
million or less of fluorine in the water. This practice has been 
in effect for three years and will continue for another seven. 
Far from feeling any apprehension, the 30,000 inhabitants of 
this city consider themselves exceptionally fortunate. They are 
participating in a scientifically controlled experiment demon- 
strating the ability of fluorine, in trace amounts, to reduce the 
incidence of the most common disease of civilized—dental caries. 

The Newburgh experiment, together with several similar 
ones in other cities in the United States and 
Canada, represents the first attempt to prove the fluorine—dental 
caries relationship by direct experimental methods. For the 
first time fluorine is being added to waters normally nearly 
fluorine-free in an attempt to reproduce conditions observed in 
areas where the water naturally provides optimal amounts of 
this element. As a further check on the results obtained for 
each city participating in this experiment there is a control 
city—a nearby city comparable in all respects (water-supply, 
population groups, climatic conditions, economic status and com- 
mon sources of food supply), except that its water supply is 
fluorine-free—Ruth Woods, The Role of Fluorine in the Diet, 
Borden's Review of Nutrition Research, March 1948. 
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The American Medical Association was asked by the 
Honorable Julius A. Krug, Secretary of the Department 
of the Interior, to investigate the medical care of those 
who are wards of that department. The investigation 
was <livided according to various geographic areas and 
was carried on by several groups of physicians. We 
constituted a committee (\W. F. B., chairman) to inves- 
tigate medical care among the Upper Midwest Indians. 


THE MEDICAL OFFICER 

It is obvious that the fundamental factor in the medi- 
cal care of the Indian is the medical staff. We were 
very much interested, therefore, in meeting agency phy- 
sicians and noting the character of their professional 
work. While in many instances professional standards 
of medical officers in the Indian Service are not of the 
highest type, nevertheless, we gained the impression that 
they are doing a rather good job. We were impressed 
with their loyalty to the Indian Service, their interest 
in professional problems and their human interest in 
their patients. In fact, they must have some kind of 
missionery spirit in order to help them carry on their 
work, in view of all the difficulties and deficiencies with 
which they have to contend. 

Inability to secure enough physicians to fill the agency 
needs is the chief cause of most deficiencies existing 
in medical care of the Indian. Although two or three 
physicians are needed in most agencies, only one has 
been available in recent years and in several areas there 
is none. In some agencies the medical officer has to 
work day and night without relief, to the detriment of 
his health, as well as of the character of his work. The 
work of the medical officers is divided into three main 
activities, namely, hospital, field and outpatient services. 
When only one physician is available, the field service 
naturally suffers most; in fact, it often becomes non- 
existent. The field service furnishes a type of practice 
similar to that of the general practitioner when engaged 
in house calls and is an important function in giving 
good medical and sanitary care. In some agencies the 
field service is taken care of entirely by nurses who, 0! 
course, lack medical training. The outpatient work 1s 
of equal importance, but often it is hurried and slighted 
because of pressure of other duties. In many hospitals 











This report embodies impressions gained in the course of the survey 
made by the committee, together with recommendations which are sué 
gested for improvement of the service. . 

In the course of its investigation the committee was assisted locally 
by Dr. A. D. McCannel of Minot, N. D., Dr. J. F. Replogle of Lander, 

fyo., and Dr. T. F. Riggs of Pierre, S. D. 

Secretary and Executive Officer of the Minnesota State Board. of 
Health (Dr. Chesley), former President of the Minnesota State Medica 
Association and Director of the Willmar Clinic (Dr. Branton) and recent 
member of the Board of Trustees of the American Medical Association 
(Dr. Braasch). ‘ae . sili.” ‘leita 

The agencies were visited in the following er: urtle 
Agency at Belcourt, N. D.; Fort Peck Agency at Poplar, Mont.; Fort 
Belknap Agency at Harlem, Mont.; Blackfeet Agency at Browning, Ment.; 
Holy Name Hospital, Flathead Agency at St. Ignatius, Mont. ; Bee 
Agency at Hardin, Mont.; Wind River Agency at Fort Washackie, ‘0.5 
Sioux Sanitarium at Rapid City, S. D.; Pine Ridge “ os 
Ridge, S. D., and Rosebud Agency at Rosebud, S. D. Subse tly, 
following itals in Minnesota and Dakota were : ae 
Lake, Red e, White Earth, the Indian Annex of the State Tuberculosi 
Hospital at Walker and the Sisseton Agency Hospital at Sisseton, S. D. 














Vo_ume 139 
NuMBER 4 


INDIAN 


there is no technician and the physician must do the 
laboratory work. There is insufficient financial recogni- 
tion for loyalty and for superior work—an incentive 
which is necessary for the best type of medical service. 
\n atmosphere of lack of permanency and of uncertainty 
pervades the agencies. Because of low salaries, over- 
work and inadequate facilities, many physicians have 
resigned. Considering the isolated communities and 
the lack of social advantages where the physicians live, 
the large amount of work they do and the handicaps 
they contend with, it is a wonder that any of them 
remain. A generous increase in salary would be required 
to recompense them for the sacrifices they are making. 

(he relation of the superintendent of the agency to 
the medical officer appears to be friendly and cooperative 
in most agencies. In fact, we gained the impression that 
most of the superintendents are men of excellent qual- 
ities and that they have unusual executive ability. Handi- 
capped by a reduced budget, they seem to carry on 
with a remarkable degree of efficiency. In several 
agencies they have sacrificed much needed office help in 
order to provide enough money for the health activities 
of the agency. Although the superintendent is given 
the responsibility and the supervision of agency affairs, 
he vsually leaves problems of health largely in the hands 
of the agency physician. However, it would be for the 
hest interests of medical care if the direction of all medi- 
cal activities, including those of the hospital and the 
nurses, were put in the hands of the medical officer 
so jr as interests of over-all administration of the 
agency would permit. A physician naturally resents 
control in matters of health by a layman, even though 
it is largely on paper. Control of medical and hospital 
care would be an added inducement to the highest type 
of physician to enter the service. The added responsi- 
bility would stimulate him in his efforts to give the best 
medical service possible. 

The situation at Fort Berthold, in North Dakota, 
is an extreme example of the lack of medical personnel 
in certain agencies. On this reservation are some 2,000 
Indians. There is no physician and no field nurse. 
Medical care is given by one staff nurse in a small 
dilapidated hospital. The nearest doctor lives in a 
small village 28 miles away, and he is so overworked 
that he is unable to look after the Indians. In case of 
emergency, the patients are carried by automobile to 
the nearest government hospital, which is 125 miles 
away. It is evident that contract medical service is 
impossible in this area. The hospital and equipment, 
as well as the living conditions and salary, should be 
nade so attractive that a competent resident physician 
‘ould be secured. 


DIRECTION OF MEDICAL CARE 
_The question has been raised whether medical care 
ot the Indians should continue under the supervision 
of the Bureau of Indian Affairs or whether some other 
control should be considered, such as the United States 
Public Health Service. In recent years the medical 
service has been under the guidance of Dr. Ralph B. 
Snavely, who was loaned by the United States Public 
Health Service for that purpose. Serving under Dr. 
Snavely are several physicians from the United States 
Public Health Service, who supervise regional medical 
care. Control of the agency medical officer and of the 
hospital and nursing staff is held in the Bureau of 
ndian Affairs. It is said that the United States Public 
Health Service will not continue the present system 
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of supervision unless the entire field of medical care is 
placed under its control. 

Such reorganization would bring up several ques- 
tions: 1. Would it be expedient to have a govern- 
mental field, which is included in the Department of 
the Interior, directed by officials in an entirely different 
department? 2. Should the function of the United 
States Public Health Service be to carry on the duties 
of a general practice of medicine, which medical care 
of the Indians demands? Medical opinion definitely 
would not favor it. 

To separate medical care from other activities of the 
Bureau of Indian Affairs would be difficult. It would 
be preferable to have the Bureau of Indian Affairs 
appoint a physician with experience in Indian medical 
problems, both as practitioner and as administrator, as 
over-all supervisor of medical care. It might be advis- 
able to have the health budget in the Indian Service 
separate from the general budget. An advisory commit- 
tee of physicians, recommended by some national group 
such as the American Medical Association, could be of 
great service in solution of medical problems. 


NURSING STAFF 

The nursing staff of the Indian Service is divided 
into two categories, namely, the hospital nursing staff 
and the field nurses. 

Hospital Nursing Staff.—The hospital nursing staft 
is adequate in most hospitals, and the type of nurses in 
the service is definitely above the average. One of the 
main reasons for this is the high standard set and the 
efficient surveys made by the central nursing authorities 
in Washington. Several years ago, the salaries of the 
nurses were placed at a level which attracted nurses into 
the Indian Service and increased the length of time they 
were willing to remain in it. With recent increase in 
financial demands on nurses, it will be necessary to 
increase the present level of salaries in order to hold 
the staff nurses. The efficiency of the supervising nurses 
in the various hospitals is very evident. The general 
care of the patients and the thoroughness and cleanliness 
which exist in practically every hospital must be a 
source of pride to the Indian Service. Living in iso- 
lated areas, with lack of social advantages, these nurses 
make a real sacrifice in the conduct of their duties. 

Field Nurse—The work of the field nurse in the 
far flung Indian areas is essential to the health of their 
wards; in fact, in some ways it is of greater importance 
than that of the physician himself. Dollar for dollar, 
returns from the efforts of a field nurse in the care of 
health are greater than any other factor. Owing to the 
current scarcity of nurses, the number of field nurses 
in the service is insufficient for the needs. The physical 
and professional difficulties presented by a field nurse’s 
duties, plus the isolation and climatic rigors of many 
Indian territories, have made it very difficult to secure 
sufficient personnel. Possibly the most important func- 
tion of the field nurse in the Indian Service is that of 
household and sanitary adviser. The main ingredients 
of a successful field nurse are a personality which will 
gain the confidence of the Indian and a good share of 
common sense and diplomacy. It is open to question 
whether the high educational standards demanded for 
certification as a public health nurse are essential to 
duties of this kind. The basic training of a good prac- 
tical nurse is sufficient for the nursing care required. 
A woman with a lot of common sense and some nursing 
experience, and one who understands and likes to work 
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among” the Indians—these are the essential qualifica- 
tions. Such a woman can be of tremendous help in the 
care of the Indian. While one would hesitate to rec- 
ommend the now discarded “field matron,” yet one 
would also hesitate to advocate the other extreme, 
namely, an inexperienced college-bred social worker. 
Rather than wait for a supply of public health nurses, 
with the high standards of education now demanded of 
them, it would seem that a determined effort should be 
made to get women of the type described. It would be 
very desirable if Indian girls could become interested 
in this field work and could be given training for it. 
\mong many Indian women in isolated areas, they 
would command a confidence which would not be given 
toa white woman. With the increasing number of intel- 
ligent high school graduates among Indian girls, train- 
gy of them should become increasingly possible. 

\n example of the folly of rigid insistence on the 
high educational standards of a public health nurse is 
a situation which exists at Hays, Mont. This is a small 
community in the midst of the Indians of the Fort Bel- 
knap Agency and is situated about 35 miles from agency 
headquarters. There are excellent buildings and other 
facilities for a public health nurse and for agency medi- 
cal care. Because of the inability to secure a nurse with 
the required standards, however, a vacancy has existed 
in this area for several years. There is available a cer- 
tain nurse who has had excellent nurse’s training and 
experience and who is familiar with the situation at 
Hays and with the peculiarities of the Indian population. 
llowever, she lacks a few months of the special training 
which are officially demanded of public health nurses, 
and permission to employ this nurse has been refused 
hy authorities in Washington. The situation in Hays 
is almost of an emergency nature, and a directive should 
he forthcomimg immediately which would permit 
appointment of the nurse in question. 


1! 


HOSPITALS 

\lthough the hospitals in the agencies visited were 
erected twenty-five years or more ago, most of them 
have been kept up fairly well, are in good condition and 
are still serviceable. Owing to excellent management 
and nursing supervision, some of these hospitals are 
models of efficiency and cleanliness. Several hospitals 
were in some respects inadequate and partial reconstruc- 
tion was indicated. Adequate x-ray and laboratory 
equipment was found to be lacking in many hospitals, 
and several needed modern sterilizing apparatus. Ade- 
quate facilities should be provided as soon as possible. 

lt will be necessary to replace the old structure at 
’oplar, Mont., which serves as a hospital for the Indians 
at the Fort Peck Agency. It is an old dwelling house 
which was remodeled into a hospital about forty years 
ago and is most inadequate. It has been suggested that 
this Indian hospital be rebuilt in Wolf Point, which is 
a larger adjacent community and which has several 
local physicians. The residents of Wolf Point propose 
that this hospital be used by both the Indian and white 
population. Such combined use of facilities will be dis- 
cussed more fully later. 

Perhaps in several instances, consolidation of several 
small hospitals into one large hospital should be con- 
sidered. The consolidated hospital should have an 
enlarged and well trained staff and scientific equipment. 
This might be feasible if the distances are not too great 
and if year-round transportation is possible ; such favor- 
able conditions exist in some areas of Montana, South 
Dakota and Minnesota. 
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HOSPITAL AND MEDICAL CARE IN COMMON 
WITH THE WHITE POPULATION 

Integration of the Indian with his white neighbors 
would be encouraged by having the same hospital and 
the services of the same doctor for persons of both 
races. For example, there is an excellent hospital at 
the Fort Belknap Agency, which is situated only a few 
miles trom Harlem, Mont. This community ‘has no 
hospital, and the citizens would like to employ the hos- 
pital facilities of the agency. Since vacancies in the 
hospital frequently are as high as 50 per cent, the 
economic advantages of permitting the citizens of Har- 
lem to use the hospital are evident. The physician in 
Harlem could cooperate with the agency medical off- 
cer in caring for both the Indians and the local white 
citizens. A somewhat similar situation in Wolf Point, 
Mont., has been mentioned previously. 

The attitude of the adjacent population, white and 
red, toward such cooperation, however, varies. For 
instance, the residents of Lander, Wyo., would not care 
particularly to avail themselves of use of the Indian 
hospital, as long as they have access to their own hos- 
pital. On the other hand, at the Rosebud Agency in 
South Dakota, the Indians do not care to have the white 
population use their hospital. 

Where the Indians have sufficient income to pay their 
way, private care by local doctors should be encouraged. 
As an illustration, many Indians under supervision of 
the Wind River Agency have income from oi! lands 
sufficient to defray medical expenses. There is also no 
reason why the self-supporting Indian should not pay 
the usual hospital rates in the modern hospital situated 
at the agency. 

CONTRACT PRACTICE 

Medical care in areas where there are not enough 
Indians to warrant a full time agency physician ts pro- 
vided through contract with private physicians practic- 
ing in the adjacent territory. Contract medical care 
seems to work out well in some areas, such as [ort 
Totten, N. D.; Riverton, Wyo., and Cloquet, Muinn., 
although it is far from ideal. In some areas, however, 
the contract physician practicing in an adjacent commu- 
nity has been inefficient and medical care has been 
unsatisfactory. In isolated areas where large numbers 
of Indians need service, full time medical officers with 
modern hospital and nursing facilities are still essential 
to adequate medical care. 

In view of budgetary limitations, contract practice 
has met with rather unfortunate results in some areas. 
As an illustration, in the area of Mille Lacs, Minn., the 
contract with a local physician to give medical care to 
the Indians was discontinued recently because of budg- 
etary reductions. The several hundred Indians resid- 
ing there are without funds and are receiving their 
medical care from an overworked local physician as 
charity. The county authorities claim they have insufhi- 
cient funds to enable them to provide care tor the 
Indians in the area and, furthermore, deny their respon- 
sibility. According to the regulations of the Minnesota 
State Welfare Board, the state is not responsible either ; 
and, as a result, the medical care of Indians in this area 
is neglected. It would seem that the state and. county 
could assume responsibility for the health and welfare 
of these few Indians. The Indian Service and state 
authorities must get together on their mutual responst- 
bility and come to some understanding. 

In an endeavor to economize, and possibly with a 
view to shifting responsibility, the Indian Bureau has 
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been considering, for some agencies, replacement of the 
services of the medical officer by contract practice. Such 
replacement is being considered for the Indian agency 
at Sisseton, S. D. An arrangement is contemplated 
whereby a local practitioner, who has had experience 
in care of Indians, will take over the hospital care of 
the 2,000 to 3,000 Indians residing at that agency. It 
was also suggested that the hospital be managed by a 
local institution which would look after the patients on a 
contract basis. Careful study of this situation was made 
by the members of this committee, and we are agreed 
that the medical officer in the agency is providing an 
excellent service among the Indians and that the hos- 
pital is exceptionally well managed. The medical officer 
also is active in the field and in outpatient work, as a 
contract physician could not be. The agency physician 
has accomplished all this in spite of the fact that the 
gencral budget of the agency has been reduced to such 
an extent that to give adequate medical care is difficult. 
This committee is agreed that replacement of the med- 
ical officer at the Sisseton Agency by a contract phy- 
sician) would be unwise and that the work of the hos- 
pital there should continue ‘as at present. 


MEDICAL PROBLEMS 

lhe medical problems of the agency physicians are 
largely those of the general practitioner. He has to 
know something about all fields of medicine. Most of 
the medical officers recognize their limitations and call 
for consultation in difficult or obscure medical condi- 
tions. If nearby consultation is not available, patients 
who require it are sent to medical centers or university 
hospitals. The medical officer, in most agencies, does 
not attempt other than simple surgical operations. A 
few full time specialists in the employ of the Indian 
Medical Service make the rounds of the various agen- 
nd render excellent service. If more specialists 
available, the medical service would be 


cles 
were made 
improved, 

Sanitary conditions affecting Indian life are definitely 
substandard. Sporadic attempts have been made in the 
past to improve these conditions, but no consistent pro- 
gram of adequate sanitation has been followed. Prac- 
tical sanitary surveys, carried out by sanitary engineers, 
are urgently needed. As a result of lack of sanitary 
conditions, many of the diseases common to white 
men are rampant among the Indians and require redou- 
bled efforts on the part of medical officers to control 
them. 

Tuberculosis —The incidence of tuberculosis among 
the Indians always has been much higher than among 
the adjacent white population. Although in recent years 
there has been some improvement, the incidence still 
is too high. Contrary to general belief, the higher inci- 
dence does not seem to be due to greater susceptibility 
on the part of the Indian, but to lack of preventive 
sanitary conditions, failure of early diagnosis and insuffi- 
cient medical and nursing supervision before and after 
hospitalization. Most of these deficiencies result largely 
irom inadequate numbers of medical and field nursing 
personnel. In areas where these services are adequately 
supervised by the state board of health, as in Minnesota, 
the statistical improvement has been startling. Another 
lactor which is not generally appreciated is that the 
Indian will respond to sanatorium treatment for tuber- 
culosis as rapidly as, if not more rapidly than, his 
white brethren. It would be preferable to have a sana- 
‘orium available in the state in which the Indian lives. 





CARE—BRAASCH ET 





223 


——* 


AL. 


It is difficult enough to convince the Indian of the 
necessity for sanatorium treatment when the hospital 
is located nearby. State controlled sanatoriums are 
available in Minnesota and North Dakota, for treat- 
ment of Indians with tuberculosis. For strategic and 
economic reasons, the Indian patient in Minnesota is 
cared for in a separate wing of the state sanatorium. 
Provisions are being made in Montana for an addition 
of this type to the state sanatorium. At present, how- 
ever, patients with tuberculosis in Montana and Wyo- 
ming are sent to a distant sanatorium, such as that in 
Rapid City, S. D., or Tacoma, Wash. The Sioux Sani- 
tarium at Rapid City is a model for efficiency and good 
medical care. 

Early recognition of tuberculosis among the Indians 
has been hampered by inadequate medical and nursing 
personnel. It has been helped recently in some areas 
by mass roentgen examinations. Early diagnosis also 
may be made by the wide awake field nurse, who has 
been taught to be on the lookout for early signs. The 
same nurse also can persuade the Indian patient to 
enter a sanatorium, and she can insure his recovery by 
observation and counsel after his discharge. a 

Venereal Disease-—Venereal disease is a common 
ailment with which the medical officer has to contend. 
Although limited in some isolated agencies, it is of 
frequent occurrence in others. Recent developments 
offer a standardized method of treatment of venereal 
diseases. Agency physicians, so far as resources permit, 
employ this treatment with good results. It might be 
well, however, to have a consulting venereologist review 
and criticize the therapeutic methods employed. An 
efficient state board of health can be of great help in 
controlling venereal diseases in areas where the Indians 
come in contact with the white population. 

Trachoma.—Trachoma formerly was a curse among 
the Indians and caused as much disability as tuberculo- 
sis. The old treatment was painful and at best palliative. 
Since the employment of sulfonamide drugs the infec- 
tion has been brought under control and in some areas 
has been largely eliminated. In a few areas, chronic 
infection remains among the older Indians, but the 
difference, compared with conditions in former years, 
is almost unbelievable. 

Dysentery.—Dysentery is a common condition among 
the Indians, particularly those living in the more iso- 
lated agencies. Indian children frequently have severe 
forms of intestinal disease, which in most cases can 
be ascribed to faulty diet. The diet of the Indian, in 
spite of instruction and warnings, generally remains 
inadequate. In some agencies great quantities of berries 
are eaten during the berry season, with subsequent 
intestinal complaints. In some areas where the water 
supply is inadequate, ditch water is used for drinking 
and cooking, and frequently severe dysentery results. 

Obstetrics.—Today practically all Indian babies are 
delivered in agency hospitals. Only a few years ago, 
midwives or old Indian women attended at childbirth. 
As one can well imagine, the rate of mortality of both 
mother and child was exceptionally high. The Indians 
themselves have learned of the advantages of hospitali- 
zation and now eagerly seek it. The result has been a 
remarkable improvement in mortality rates; in fact, 
complications of childbirth are now exceptional. 

Obligation of States in Care of Indians.—It would 
seem that some of the states which harbor an Indian 
population do not fully appreciate their responsibility 
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relative to the health and welfare of their Indian citizens 
and have done little to assume their obligations. Minne- 
sota has led the way in cooperating with the Indian 
agencies in the care of the state’s Indian citizens. The 
hoard of health of Minnesota and the boards of health 
of some other states have been interested in the welfare 
of Indians for many years. As a result of the efforts 
of these boards, the health of Indians has improved a 
great deal, as statistics will show. An outstanding ser- 
vice rendered by boards of health in several states has 
heen the care of Indians suffering from tuberculosis. 
With the aid of a corps of efficient trained field nurses, 
tuberculous patients have been brought to sanatoriums 
and have been kept under observation after their dis- 
charge. Keeping of an adequate record of all tubercu- 
lous patients is no small part of the service rendered. 

State boards of health have been active in caring for 
the health of Indians in other ways, such as child 
hygiene, care of crippled or disabled children, control 
of infectious diseases, prenatal and postnatal care, 
instruction as to sanitary conditions and dietary teach- 
ing. A health survey of a group of Chippewa Indians 
assembled for the wild rice harvest was made by the 
hoard of health in Minnesota several years ago, and 
the various diseases found were cataloged. 

\ federal budgetary shortage which prohibits neces- 
sary treatment of the tuberculous Indian is a calamity. 
This was the case in the Minnesota Chippewa Agency, 
which had insufficient federal funds this year to pay the 
moderate per diem hospital rates at the state tuberculosis 
sanatorium. As a result of this deficiency, 28 patients 
with positive sputum were dismissed from the sana- 
torium to return to their families. Every one of these 
patients was a possible source of infection to the rela- 
tives with whom he came in contact. This situation 
demands immediate correction. 

Efforts have been made to have the entire medical 
care of the Indians, both therapeutic and preventive, 
become the obligation of the state in which they dwell. 
This responsibility would create many difficulties and 
would require active cooperation with state and county 
medical societies. The financial burden would be no 
small item in some states and would have to be met by 
federal grants in aid. This committee believes that the 
states in which the Indians reside should assume major 
responsibility for preventive medical care among 
Indians. Whether state authorities are in a position to 
assume therapeutic medical care and all other phases 
of Indian welfare is open to question. 

The Displaced Indian.—One of the problems involved 
in the care of the Indian is the supervision of Indians 
who have left the reservation and gone to adjacent 
cities in order to take advantage of the comparatively 
high wages paid for labor. Two examples of the accom- 
panying problems exist, respectively, on the outskirts 
of Rapid City, S. D., and at Havre, Mont. In both 
communities the migratory Indians squatted on dump 
heaps and neglected areas and were living in most inade- 
quate quarters and under unsanitary conditions. The 
problem confronting Rapid City is particularly serious 
in that there are some 3500 indigent or semi-indigent 


Indians located in the midst of a community of 25,000 
persons. Their living quarters usually consist of small 
shacks, with inadequate windows and with no screens to 
protect them. Others live in tents or in huts made of 
refuse sheet metal. In order to secure even such quar- 
ters, it is necessary for some to pay as high as $20 a 
Water, plumbing and sewage are not 


month rent. 
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available. Outhouses are few and far between, and in 
one instance a family of Indians was forced to pay $3 
a month rent for the use of one. Living in these circum- 
stances, the colony is a constant menace to the city as 
a possible source of disease. A few of the younger 
Indian girls were quartered in several houses of ill 
fame, located in the middle of the colony, giving the 
whole community a most unsavory reputation. 

The Bureau of Indian Affairs holds that an Indian 
who leaves the reservation to live in some other area 
is no longer subject to its supervision and belongs to 
the community in which he settles. It is manifestly 
impossible for communities as small as Rapid City or 
Havre to assume the entire burden of permanently sup- 
porting and otherwise looking after such a large group 
of refugees. Although wages have lured many of the 
Indians to these areas, pay often is inadequate for their 
needs. Much of the money earned is spent in alcoholic 
excess. The economic responsiblity for these Indians 
remains unadjusted. Similarly, responsibility for the 
care of the squatter Indian’s health remains uncertain, 
and neither the city nor the state desires to assume the 
burden. The Indians now depend on the charitable 
care of physicians practicing in the community. The 
resident physician at the Sioux Sanitarium, who is 
already overburdened with his duties, also gives of 
his services. The Bureau of Indian Affairs could 
hardly be held responsible for the situation. Solution of 
the problem should be assumed by state and county 
welfare commissions. 


SOCIAL AND ECONOMIC FACTORS 


A discussion of medical care among the Indians is 
impossible without consideration of the economic and 
sociologic problems involved. The American Medical 
Association repeatedly has called attention to the fact 
that, in the ma‘ntenance of good health, medical care 
cannot be considered alone, since sanitary living condi- 
tions and adequate food, warmth and clothing are of 
even greater importance. In fact, outside of emergency 
situations, medical care alone would not be worth much 
without aid and cooperation relative to these other fac- 
tors. In view of existing social conditions among the 
Indians, it is easy to understand why the level of their 
health is no higher than it is today. The truth is that 
the living conditions of most of the Indians are deplor- 
able, and unless they are improved the work of the 
doctor and the nurse who care for them will remain 
largely handicapped. ; 

Chief among the factors to contend with is the type 
of dwelling in which the Indian lives. While it is true 
that some of the more prosperous Indians live in accept- 
able houses, in the majority of cases the Indian’s dwell- 
ing is too small, poorly ventilated and often dirty. 
Often two or more families will- crowd into one small 
room. Although sporadic attempts have been made in 
certain localities to build better dwellings, they have 
been allowed to deteriorate. : 

Another factor which handicaps medical care 1s 
deficiency in or lack of the sanitary conditions which 
civilization demands. There is great need of frequent 
sanitary inspection and continuous regulation. 

The living conditions of the Indian play a large part 
in the high incidence of tuberculosis and other diseases. 
A determined effort a be made to — ee 
conditions and subsequently to supervi e u 
facilities provided, so that Indian will not fall back 
into his old ways of living. Similar recommendations 
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have been made in the past, but, largely because of lack 
of congressional appropriations, such recommendations 
have not been carried out as thoroughly as they 
should be. 

The health of the Indian is intimately associated with 
still other factors of his life, such as education and social 
and economic conditions. These factors increase in 
importance in areas where integration of the Indian 
with his white neighbors is possible. Integration has 
been the goal of federal administration since the days 
of Jefferson, but development toward it has proved to 
be slow and difficult. It has succeeded only if the 
Indian’s educational and economic opportunities have 
been on a level somewhat similar to that of his white 
neighbors. 

‘The practice of encouraging communitywide partici- 
pation in health activities among the Indians themselves 
is increasing. Health councils have been established 
in some tribes, with excellent results. In fact, in one 
instance a salaried board of health, composed of Indians, 
initiated ordinances which were approved by the entire 
iribe, and, as a result, sanitary and other living condi- 
tion were improved and preventive medical measures 
were adopted. This development should be encouraged 
and expanded. 

Education—Much progress is being made in the 
education of Indian children. There is an increasing 
tendency to teach Indian and white children in the 
sani schools, under the supervision of the state. Pres- 
ent educational policies, however, do not Jead to a prac- 
tical educational development. For instance, inability 


to earn a living lowers the moral stamina of many - 


Indians and permits them to subside into alcoholism 
and unsanitary habits. If the educational training pro- 
vided consisted of training in business, a trade or some 
special form of labor, which would permit the Indians 
to earn a living, improvement in health and in social 
well-being would follow. Opportunity should be given 
to the young male Indian to learn how to become an 
accountant, a silversmith or a road builder, and some 
of the girls should be given practical nurse’s training, 
which they could use in many ways. Economic inde- 
pendence would stimulate a desire to maintain a healthy 
home, under sanitary conditions, and to live up to the 
elementary rules of personal care. 

Among the many factors which hamper economic and 
social progress of the Indian, the following are deserv- 
ing of comment: alcoholism, drug habits, illegitimacy 
and inadequate social and sanitary supervision. 


Alcoholism.—As has just been indicated, one of the 
menaces to the health of Indians is the unfortunate 
addiction to alcoholic excess which is common to the 
males among them, particularly those of the younger 
generation. The excessive use of alcohol is a menace 
to both physical and moral health and a serious obstacle 
to progress. Temptation to illegal use of liquor, and 
difficulties in procuring it, act as incentives to its use. 
The laws prohibiting the sale of alcoholic beverages 
to Indians are so easy of circumvention that they are 
Worthless, and it would be much better to abolish them. 
An educational program, including audiovisual means 
of showing the havoc, both physical and moral, result- 
ing from intoxication, would be helpful. 

Drug Habits —The drug most frequently used by 

Indian is peyote (“mescal button”) which is 
obtained from the tops of a small narcotic cactus grown 
in the Rio Grande section of the United States and in 
Mexico. It is eaten by the Indian tribes of the South- 
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wést in religious ceremonials, for the sense of well-being 
which it induces and to promote trances and hallucina- 
tions. The use of peyote has been a problem among 
Indians for many years. It has gradually spread so as 
to involve many of the Indians in the Northwest. 
Unfortunately, the Indian Bureau permitted use of 
peyote among the Indians several years ago on the 
grounds that it was part of an Indian religious cere- 
mony. We are informed by the Narcotics Bureau of 
the United States Treasury Department that peyote 
is not covered by the Harrison Narcotic Act but that 
its use is prohibited by law in some of the southwestern 
states. It is high time that the sale and possession of 
this drug be restricted by a national law. It is a habit- 
forming drug and acts on the nervous system as a stimu- 
lant and narcotic. The drug usually is taken prior to 
festival dances and causes excessive stimulation for 
several hours. The following day the addict i: left in 
an exhausted condition and is incapable of physical 
exercise or labor. 

[llegitimacy.— Unfortunately, the Indian does not 
regard illegitimacy in the same way that his white 
brethren have been accustomed to regard it. He seems 
to take it as a matter of course. When it assumes the 
proportions that prevail in some areas, it becomes a 
definite sociologic threat. In some areas the percentage 
of illegitimate births is as high as 60 per cent. Lack 
of care of the child in already overcrowded living quar- 
ters increases the incidence of disease and results in 
an increase in mortality rate. 

Inadequate Social and Sanitary Supervision.—lf, in 
the course of the Indian’s educational years, special 
emphasis were laid on the value of improved social 
and sanitary conditions, undoubtedly the status of his 
health would be improved. Social and sanitary super- 
visors would be needed to insure continued observance 
of healthful practices in these fields. 

The Budget of the Indian Bureau.—As we reviewed 
the budgets provided for the Bureau of Indian Affairs 
in recent years, we were impressed with the lack of 
consistency on the part of Congress in meeting its finan- 
cial obligations to the Indian. Adequate provision for 
essential needs is the best economy in the long run. 
Appropriations for the Indian Bureau have been 
reduced by Congress in recent years, apparently for 
two reasons: (1) to reduce federal expenditures and 
(2) to eliminate federal responsibility for the Indian. 
Failure to increase the budget of the Indian Bureau 
according to current demands has worked havoc with 
many of its activities. In no department of the Indian 
Bureau has this inadequate budget been a greater handi- 
cap than in the field of medical care. Although even- 
tual elimination of Indian care as a federal responsibility 
may be desirable, it should be brought about gradually 
over the years and in areas where circumstances would 
permit it. It cannot be affected abruptly without injury 
to the welfare of the Indian. If the American people 
were aware of the failure on the part of Congress to 
appropriate sufficient funds for the health of the Indians, 
a justified wave of criticism would sweep the country. 


RECOM MENDATIONS ' 

1. There is urgent need for a substantial increase 
in the budget of the Indian Bureau to meet the recent 
rise in costs of living and of all supplies. Of the various 
activities under the bureau medical service probably 


has suffered most, and financial provision for adequate 


medical care must be made immediately. 
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2. In revising the method of conducting medical care, 
several courses may be considered: 

(a) Concentration of medical care in the Indian 
Bureau under a competent medical administrator and 
regional assistants and separation of the budget for 
medical care from the general budget of the bureau. 

(>) Transfer of the entire control of medical care 
to the United States Public Health Service and pro- 
vision in that service of a separate budget. 

(c) Transfer of preventive health measures to the 
hoards of, health in the various states where the 
Indians live. 

(d) Encouragement of contract practice, partly 
hy satisfactory remuneration, of contract physicians 
in areas where Indians live adjacent to the white 
population and where there are sufficient physicians 
to permit of high standards of medical care.’ 

3. Elevation of professiona] standards among agency 
physicians is essential. This would be possible only 
hy generous increase in salary of medical officers to a 
level comparable with that of physicians in other gov- 
ernmental agencies. Time for graduate study should be 
made available and provision should be made for per- 
sonal vacations. 

+. Much increase in number of public health nurses 
is necessary. Emphasis should be placed on their duties 
as personal and social advisers. Such duties should not 
necessarily demand the professional and educational 
standards now required for registered public health 
nurses, 

>. There is need of change and improvement in hos- 
pital facilities, with emphasis %m: 

(a) Modernization and improvement of hospitals, 
and particularly of hospital equipment and other facil- 
ities, thus permitting those who are on duty to main- 
tain in their work the high standards of scientific 
medicine, 

(/) Construction of several hospitals with a view 
to medical care in common for the Indian and adja- 
cent white population. 

6. A requisite is increased integration of the Indian 
with his white neighbors in every way, including edu- 
cation, employment and medical care. 

7. Greater emphasis should be given to the social 
factors which affect health and well-being, with special 
reference to: 

(a) Improvement in housing and sanitary con- 
clitions. 

(b) Revision of education, with more practical 
application, so as to permit the young Indian to 
pursue some form of business, craft or labor which 
would make him economically independent. 

(c) Preventive measures against addiction to alco- 
holic excess and the use of narcotic drugs. 

Many of the recommendations and conclusions which 
we arrived at in the course of this survey have been 
made before by officials of the Indian Service. Largely 
hecause of inadequate budgets, either these recom- 
mendations have not been carried out at all or have 
not been carried beyond the initial steps. It is high time 
that Congress realized the situation and gave adequate 
financial support so that these recommendations can 
he effectively carried out. 





1. This committee is not in sympathy with course (5). 
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Clinical Notes, Suggestions and 
New Instruments 


CAROTID SINUS SYNCOPE 


Associated with The Neurovascular Syndrome Simulating Serious 
Disease of the Nervous System 


ELWYN EVANS, M.D. 
Orlando, Fila. 


Despite the many publications on the carotid sinus since the 
anatomic and physiologic studies of Hering! and the clinical 
studies of Weiss and Baker,- many cases of carotid sinus 
syncope remain unrecognized. Another frequent but less widely 
known syndrome, the neurovascular syndrome,* is rarely diag- 
nosed. Because of the association of these two syndromes in 
1 patient, the following case is reported. 

CASE REPORT 

W. MeN. was first seen on July 7, 1945, when he complained 
of a spell of unconsciousness and periods when he thought 
he was going to “pass out.” He gave a history of being 
knocked unconscious for a few seconds by a blow on the 
head early in 1943. On Oct. 11, 1944, objects suddenly appeared 
small and far away, and unconsciousness soon followed. He 
was given an injection of some kind and slept about fourteen 
hours. Afterward his right arm felt cold and numb tor about 
two weeks, and he tended to drop things. He also complained 
of numbness and tingling of the third, fourth and fifth fingers. 
The arm and hand symptoms were worse at night. The 
tendency to syncope was definitely worse after several serious 
diagnoses, including brain tumor. Diphenylhydantoin sodium 
(“dilantin”) had been of no benefit. The patient was under ner- 
vous tension and emotionally upset. He was working long 
hours at a job he disliked. The remainder of the history was 
not contributory. 

Physical examination revealed a healthy-appearing 50 year 
old white man. The blood pressure in the right arm (lying) 
was 98 systolic and 60 diastolic, and his pulse rate was 0. 
On standing, the blood pressure was 94 systolic and 70 diastolic 
and the pulse rate 72; after standing for five minutes the blood 
pressure was 110 systolic and 72 diastolic and the pulse 
rate was 88 There were no symptoms with change in 
posture. The blood pressure in the left arm (lying) was 
100 systolic and 70 diastolic. The right carotid sinus was 
definitely dilated and felt harder than normal, and pressure 
over it readily produced unconsciousnesse The leit carotid 
sinus was much less active. During induced syncope there 
was asystole, but the blood pressure dropped little. Abduction 
of the right arm obliterated the radial pulse and caused 
immediate tingling and numbness of the third, fourth and fifth 
fingers. The eyegrounds were normal. There was grade Il 
sclerosis of the radial vessels. The lungs were clear. The 
descending colon felt spastic. The right grip was weak, and 
the superficial sensation to pinprick was absent over the 
dorsal aspect of the fourth and fifth fingers and the antero- 
lateral aspect of the forearm. The results of the remainder 
of the physical examination were not contributory. 

The results of the blood cell count, urinalysis, serologic test, 
brucella agglutination test, sedimentation rate, glucose tolerance 
test, determination of blood chlorides and serum calcium and 
roentgenograms of the chest and cervical and dorsal aspects 
of the spine were normal. The electrocardiogram showed 
premature ventricular contractions but was within normal limits. 
Spinal puncture and roentgenograms of the skull, checked pre- 
viously, revealed no abnormalities. The basal metabolic rate 
was —I1I5 per cent and the blood cholesterol 298 mg. per 
hundred cubic centimeters. 





1. Hering, H. E.: Der Kerotisdruckversuch, Miinchen. med. o— 
schr, 70: 1287, 1923; Die Kerotissinusreflexe auf Herzund getasse, 
Theodor Steinkopff, Dresden, 1927. - 

*. ‘Weiss, S. and Baker, J. P.: The Carotid Sinus Reflex in Health 
and Disease: Its Role in the Causation of Fainting and- Convulsions, 
Medicine 12: 297, 1933. . 

3. (a) Wright, I. S.: The Neurovascular Syndrome Postuess - 
Hyperabduction of the Arms, Am. Heart J. 28:1, 1945. (b) nS 
The Neurovascular Syndrome as Manifested in the Upper Extremities, 
Am. Heart J. 32: 32, 1946. 
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The patient rapidly improved after explanation of his symp- 
toms, reassurance, changing jobs, low fat-low cholesterol diet, 
thyroid extract, phenobarbital and tincture of belladonna, but 
medication was soon stopped. The arm and hand symptoms 
disappeared when his wife, in two weeks, broke him of the 
habit of sleeping with his hands above his head. She sat 
up nights, and every time he put his arms up she pulled them 
down. 

The patient felt well for almost two years, when the carotid 
symptoms recurred. He had been working long hours under 
emotional strain on a political job; his assistant had been off 
work for several months, and the “political pot was boiling.” 
Syncopal attacks did not appear, however, until the belongings 
of a son killed over seas were received. This time syncope 
was produced by carotid sinus pressure without a significant 
drop in the pulse rate or blood pressure. The symptoms 
subsided after reassurance, medication and another change of 
jobs 

The next time he was seen was on Aug. 29, 1948. He had 


been having substernal pain at times on exertion for almost 
a year. He had had no syncope but had many spells of light- 
headedness when he stooped over, especially when he wore 


a tight collar. His wife stated that she noticed he was much 
worse when frustrated. The arm and hand symptoms had 
reappeared bilaterally to some degree. He had reestablished 


the habit of sleeping with his arms abducted and invariably 
woke up some time during the night with his hands above 
his head. Hyperabduction of the arms immediately made the 
tingling and numbness worse but did not completely obliterate 
the radial pulse. Oscillometric studies showed a decided reduc- 


tion of circulation. Oscillometric readings, recorded with the 
patient supine, are recorded in the table. 


Oscillometric arene 


Right Right Upper 








Position Upper Arm Forearm 
Pg Tee 13 7 
RN ik 50060 ckcs ccceusss 11 - 
RII OE eed occ cccccreccscces 9 ‘ 
REIITE OE bs copies vcecicves 9 3 (2 with hands 


under head) 
BRET icin sie iv ecvvavicits 4 1.5 





An induced attack of syncope was again associated with 
bradycardia. The patient later wrote a note stating that he 
was exhausted the remainder of the afternoon after the induced 
attack and that he frequently felt weak for some time after 
spontaneous spells of lightheadedness. 


COMMENT 


The carotid sinus syndrome will not be discussed in detail 
because of the many excellent papers on the subject. Weiss 
and Baker ? described three mechanisms: (1) Cardiac inhibi- 
tion: This is the commonest. mechanism, but the response 
varies from decided slowing to complete asystole. (2) Vaso- 
depression: A decided drop in blood pressure may occur with 
or without cardiac inhibition. (3) The cerebral type: In 
these cases, syncope may appear spontaneously or during 
induced attacks without significant slowing of the pulse or 
drop in blood pressure. In the series reported by Ferris and 
his co-workers,* 34 per cent were of the cardioinhibitory type, 
53 per cent of the vasodepressor type and 60.7 per cent of 
the cerebral type. The case described here presents several 
points of interest. During induced attacks, syncope was asso- 
ciated with bradycardia on two occasions, but appeared without 
appreciable slowing of the pulse on another; the vagal type 
predominated two times, and the cerebral type predominated 
the other. Mixed forms were described by Weiss and his 
associates ° and Galdston and his co-workers. During periods 

When the patient had syncope or other symptoms referable to 

carotid sinus, he was under nervous strain and upset 
‘motionally. His wife noticed that frustration was apt to be 





5 4. Ferris, E. Jr.; Capps, R. B., and Weiss, S.: Carotid Sinus 
wi Ce and its Beane on the hderhantn of the Unconscious State 
vulsions, Medicine 14: 377, 1935. 
< Weiss and Baker.* Ferris, Capps and Weiss.‘ 
Varateatston, M.; Goldstein, R., and Steele, J. M.: Studies of the 
n in Say 4 and Respiratory Responses to Carotid Sinus 
Stinalatoe in Man, Am. Heart J. 26: 213, 1943. 
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followed by symptoms. Symptoms were also made worse by 
several serious diagnoses. Associated nervous states, especially 
in the cerebral type, were mentioned before,? and Evans ® 
noted a definite relationship between various nervous states 
and carotid sinus sensitivity of the vagal type. The right 
carotid sinus was not only more dilated than the left but 
was also more sensitive. Dilatation of the carotid sinus in 
patients with the carotid sinus syndrome was observed by 
Smith ® and others. This patient not only showed sclerosis 
of the carotid sinus, especially the right, but generally. He 
also complained of angina on effort. Associated cardiovascular 
defects are common. In a series of 10 cases,*® definite cardio- 
vascular defects were noted in 8. Four of the patients had 
definite coronary heart disease, including myocardial infarction, 
right and left bundle branch block and angina pectoris. 

The neurovascular syndrome has been only comparatively 
recently recognized. Various neurovascular symptoms con- 
sisting of paresthesias, numbness and pain in the fingers and 
hand appear in certain persons when the arm is hyperabducted. 
Wright *4 described 1 patient with gangrene of the finger 
tips. He also found that the radial pulse could be obliterated 
in approximately 83 per cent of 150 normal persons by hyper- 
abducting the arms, although the position had to be varied at 
times, e. g., forcing the arm posteriorly. Two points of tension, 
stretching and pinching, operating alone or jointly, appeared 
to play the major roles in most instances. One point was that 
at which the subclavian and the brachial plexus pass between 
the clavicle and first rib, and the other was where these 
structures pass beneath the coracoid process and behind the 
pectoralis minor. 

When the patient described here was first seen, on July 7, 
1945, he complained of tingling and numbness of the right 
third, fourth and fifth fingers, weakness of the arm and hand 
and gave a history of sleeping with arm abducted. The symp- 
toms were exaggerated, and the radial pulse obliterated by 
hyperabduction of the arm. No oscillometric studies were made 
then. The arm and hand symptoms disappeared in two weeks 
when the patient slept without abducting his arms. 

The symptoms later recurred bilaterally to some extent 
because of his inability to keep his arms down at night. When 
the patient was reexamined on Aug. 29, 1948, tingling and 
numbness appeared in a couple of minutes after hyperabduction 
of the arms. The radial pulse was decidedly reduced but did 
not disappear completely. Oscillometric studies showed decided 
reduction in the circulation. Symptoms appeared in Paul’s 
case 8 and 2 of Wright's ** without complete obliteration of 
the pulse. Wright and Paul also observed that there may be 
some difference between the two arms. 

The arm and hand symptoms, in the present case, were 
thought not to be caused by the hypersensitive carotid sinus 
because they were definitely affected by abduction of the arm, 
which also obliterated or greatly reduced the radial pulse. 
This impression was further substantiated by the fact that the 
right carotid sinus was by far the more sensitive and the neuro- 
logic reactions to carotid sinus stimulation, including hemiplegia, 
have been contralateral. 


SUMMARY AND CONCLUSIONS . 

A case of carotid sinus syncope associated with the neuro- 

vascular syndrome simulating serious disease of the nervous 

system is reported. Because of the frequency of both syn- 

dromes, it is not surprising that the two may occasionally 
coexist in the same patient. 





7. Weiss and Baker.” Ferris, es and Weiss.* Weiss, S.; Capps, 
R. B.; Ferris, E. B., and Munro, Syncope and Convulsions Due 
to eg aed Carotid Sinus Reflex, Arch. Int. Med. 58: 407 (Sept.) 
1936. Needles, R. J.: Hyperactive Carotid Sinus Syndrome, J. Florida 
M. A. 27: 403, 1941. Bronson, S. R., and Stewart, H. J.: Observations 
and Surgical A s of the Carotid Sinus Reflex in Man, Surgery 
11: 915, 1942. urks, W. K.: Carotid Sinus Syndrome, South. M. J. 
38: 578, 1943. 

8. Evans, E.: The Carotid Sinus Syndrome, to be published. 

9. Smith, H. L.: A Consideration of the Hyperactive Carotid Sinus 
Refiex Syndrome, M. Clin. North America, p. 841, July 1947. 

10. Gibbs, L. A., and Forster, T.: Electroencephalographic Studies on 
Carotid :% Syncope, Tr. Am. Neurol, A. 67:32, 1941. Engel, G.; 
joey and Mc in, T. R.: Vasodepressor and Carotid Sinus Syn- 

linical, ee hic and Electrocardiographic Observations, 

‘Arch, Int. Med. tA -) 1944. Askey, J. M.: Hemiplegia 

Following Carotid Sinus Stimulation, Am. Heart J. 31:131, 1946. 

ae . a Hemiplegia Following Carotid Stimulation, Am. Heart J. 
: . . 
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NEW AND NONOFFICIAL REMEDIES 
The following additional articles have been accepted as con- 
forming to the rules of the Council on Pharmacy and Chemistry 
of the American Medical Association for admission to New and 
Nonofficial Remedies. A copy of the rules on which the Council 
bases tts action will be sent on application. 
Austin Situ, M.D., Secretary. 


METHAMPHETAMINE HYDROCHLORIDE.— 
“Desoxyn Hydrochloride”-Abbott.—“Norodin Hydrochloride”- 
Endo. — CwHisN.HCl.— M. W. 185.69. — d-Desoxyephedrine 
hydrochloride.—The hydrochloride of d-l-phenyl-2-methylamino- 
propane. When dried over sulfuric acid for eighteen hours, it 
contains not less than 79.5 per cent nor more than 80.8 per cent 
of anhydrous methamphetamine, corresponding to not less than 
98.9 per cent of methamphetamine hydrochloride. The struc- 
tural formula of methamphetamine hydrochloride may be repre- 
sented as follows: 


ch 
-CH,C “—) ° HCI 


NH 
¢H, 


Actions and Uses.—The actions of methamphetamine hydro- 
chloride are essentially similar to those of amphetamine sulfate ; 
they differ only in degree. It appears that the central stimulant 
effects of methamphetamine may be slightly greater and the 
circulatory action slightly less than with amphetamine. 


Methamphetamine hydrochloride may be used in the treatment 
of narcolepsy, in the control of oculogyric crises and various 
other manifestations of postencephalitic parkinsonism, as an 
adjunct in the treatment of alcoholism and in the treatment of 
certain depressive conditions, especially those characterized by 
apathy and psychomotor retardation. 

Methamphetamine hydrochloride has also been used as an 
adjunct in the treatment of obesity. It depresses the motility 
of the gastrointestinal tract and allays the sensation of hunger. 
It may assist some persons to adhere to a strict dietary regimen. 
It may also assist those in whom overeating is a response to a 
depressive state. 

The contraindications to the use of methamphetamine are the 
same as those for amphetamine, namely, hypertension and cardio- 
vascular disease. The drug should not be administered within 
four hours before sleep is desired. 


Dosage.—lIt is advisable to begin with a small dose of 2.5 mg. 
of the drug and, if necessary, to increase the dose by increments 
of 2.5 mg. until the optimal response is obtained. 


Tests and Standards.— 


Methamphetamine hydrochloride occurs as a fine, white, odorless, 
crystalline powder, possessing a bitter taste. It is unaffected by light. 
It is soluble in alcohol, chloroform and water, but insoluble in ether. 
Methamphetamine hydrochloride melts between 170 and 175 C. A 1 per 
cent aqueous solution is neutral or slightly acid to blue litmus paper 
and has a specific rotation, [a]25/D, not less than + 14° nor more 
than + 20°, when the measurement is made on a solution of the salt 
(previously dried for 18 hours over sulfuric acid), contained in a 
200 mm. tube. 

Dissolve 0.3 Gm. of methamphetamine hydrochloride, accurately 
weighed, in 10 cc. of water and add 1 drop of methyl red T.S. If the 
solution is pink, it is changed to yellow by the addition of not more 
than 1.5 ce. of fiftieth-normal sodium hydroxide. Dissolve 50 mg. of 
the salt in 40 cc. of water and add 1 cc. of diluted hydrochloric acid 
and 1 cc. of barium chloride T.S.: no turbidity develops within 10 
minutes 

Prepare a 1 per cent aqueous solution of methamphetamine hydro- 
chloride to be used for the following qualitative identification tests: 
it responds to the test for chloride. There is no change in color on 
the addition of ferric chloride T.S. (difference from epinephrine and 
phenylephrine). There is no detectable odor of carbylamine when a 
portion of the solution is heated to boiling with alcoholic potassium 
hydroxide T.S. and chloroform (difference from amphetamine, phenyl- 
propanolamine and Tuamine). Mercuric potassium iodide T.S. yields 
an amorphous precipitate (difference from amphetamine, ephedrine, epi- 
nephrine, phenylephrine, phenylpropanolamine and Tuamine, which yield 
no precipitate; and from naphazoline, which yields a crystalline pre- 
cipitate). Mercuric bichloride T.S. gives a crystalline precipitate (differ- 
ence from amphetamine, ephedrine, phenylephrine, phenylpropanolamine 
and Tuamine, which give no precipitate; and from naphazoline, which 
gives an amorphous precipitate). Sodium hypochlorite T.S. gives a pre- 
cipitate (difference from epinephrine and phenylephrine). Phospho 
tungstic acid T.S. yields a white precipitate (difference from epinephrine 
and phenylephrine, which give no precipitate; and from naphazoline, 
which gives a flesh-colored precipitate), lodine T.S. gives a brown 
precipitate immediately (difference from amphetamine, ephedrine, phenyl- 
propyimethylamine and Tuamine, which givé a brown precipitate upon 
adding an excess of iodine T.S.; and from epinephrine, phenylephrine 
and phenylpropanolamine, which give no precipitate). Tannic acid T.S. 
gives no precipitate (difference from phenylpropyimethylamine). A 1 per 
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cent solution of picrolonic acid yields a precipitate (difference from 
ephedrine, epinephrine, phenylephrine and phenylpropanolamine). Pilatinic 
chloride T.S. gives a precipitate (difference from amphetamine, ephedrine, 
epinephrine, phenylephrine, phenylpropanolamine, phenylpropyimethyl- 
amine and Tuamine). A 1 per cent solution of phosphomolybdic acid 
yields a yellow precipitate (difference from naphazoline, which yields ¢ 
tan-colored precipitate; from epinephrine, which yields a brown-colored 
solution; and from phenylephrine, which does not react). Picric acid 
T.S. gives a crystalline precipitate (difference from amphetamine, 
ephedrine, epinephrine, phenylephrine, phenylpropanolamine and Tuamine, 
which give no precipitate; and from phenylpropylmethylamine, which 
gives an amorphous precipitate). 

Dry 0.25 Gm. of methamphetamine hydrochloride, accurately weighed, 
over sulfuric acid for 18 hours: the loss in weight does not exceed 
0.2 per cent. Ignite 0.25 Gm. of methamphetamine hydrochloride, accu- 
rately weighed: the residue does not exceed 0.1 per cent. 

Transfer about 50 mg. of methamphetamine hydrochloride, accurately 
weighed and previously dried over sulfuric acid for 18 hours, to a 
100 cc. micro-Kjeldahi digestion flask and add 20 cc. of distilled water, 
Connect the apparatus and add 20 cc. of 50 per cent sodium hydroxide 
solution. Distil with a rapid current of steam until about 150 to 200 ce. 
of distillate has been collected in a beaker containing 20 cc. of fiftieth- 
normal sulfuric acid solution and 2 drops of methyl red T.S. Titrate 
the excess acid with fiftieth-normal sodium hydroxide to a salmon-pink 
endpoint. Each cc. of fiftieth-normal sulfuric acid solution is equiva- 
lent to 0.002985 Gm. of anhydrous methamphetamine base: the amount 
of methamphetamine base found is not less than 79.5 nor more than 
80.5 per cent. 

Transfer about 0.1 Gm. of methamphetamine hydrochloride, accu- 
rately weighed and previously dried over sulfuric acid for 18 hours, 
to a beaker, and determine the chlorine content by following the method 
outlined for the assay of Sodium Chloride-U.S.P. Each cc. of tenth- 
normal silver nitrate is equivalent to 0.003546 Gm. of chlorine: the 
chlorine content found is not less than 18.9 nor more than 19.2 per cent. 


Apsotr Lasporatories, NortH CHIcaco, ILL. 


Elixir Desoxyn Hydrochloride: 20 mg. per 30 cc, 500 ce. 
and 4,000 cc. bottles. 


Solution Desoxyn Hydrochloride: 20 mg. per cc., 1 x. 
ampuls. 


Tablets Desoxyn Hydrochloride: 2.5 mg. and 5) mg. 
Enpbo Propucts, INc., RicHMOND Hix 18, N. Y. 


Norodin Hydrochloride (Powder): 1 Gm., 5 Gm. and 
10 Gm. vials. 


Tablets Norodin Hydrochloride: 2.5 mg. and 5 mg. 


DIPERODON.—Diothane-Merrell.The di-pheny!urethane 
of 1-piperidinopropane-2,3-diol.—Piperidinopropanediol ¢:-pheny- 
lurthane.—C2HsNsO.—M. W. 397.46.—Prepared by combining 
piperidine and glycerol monochlorohydrin in the presence of 
alkali, and reacting the piperidinopropanediol with phenyl tso- 
cyanate. The structural formula of diperodon may be repre- 


sented as follows: 
H2-N » 
° 

\ 
r-ot-nn’ 
bs 

~ 
cro _\ 


Actions and Uses. —See under Diperodon Hydrochloride 
(N.N.R. 1948, pp. 50-1). 


Dosage.—See under Diperodon Hydrochloride (N.N.R. 1948, 
pp. 50-1). 


Tests and Standards.— 


Diperodon occurs as a fine, white, odorless, crystalline powder, 
is nonvolatile and stable in air at ordinary room temperatures. The 
powder is tasteless but produces a slight sense of numbness. It is 
insoluble in cold water; slightly soluble in petroleum ether; and very 
soluble in acetone, alcohol, benzene, chloroform, ether and ethyl — 
It melts between 78 and 82 C., and is very slowly decomposed by 
heating at 100 C. in air or in contact with water. . ‘ 

Dissolve about 0.9 Gm. of diperodon in 2 ce. of alcohol, add 2 cc. o 
diluted hydrochloric acid and dilute to 100 cc. with water. Mix ; 
solution and test separate portions as follows: Add a few drops of a 
curic potassium iodide T.S. to a 5 cc. portion of the solution: a —— 
white precipitate forms. Add a few drops of gold chloride 5. (aie 
5 cc. portion of the solution: a yellowish-orange precipitate forms oo 
tinction from butocaine and procaine, which yield brown precios, 
and from cocaine, dibocaine and Metycaine, which yield eager 
precipitates; phenacaine yields a precipitate somewhat similar fo ws 
given by diperodon). Add a few drops of potassium germangane - 
to a 5 cc. portion of the solution: a lasting precipitate, ——. _— 
from pink to brown within 1 minute, forms (distinction from ‘Kately 
cocaine, dibucaine, phenacaine and procaine, which do not ao in 
yield lasting precipitates). To a 5 cc. portion of the colution o 
drops of diluted hydrochloric acid and a few drops of 1 had on 
sodium nitrite solution followed by 3 cc. of a 2 per cent sa ecipitate 
B-naphthol in 10 per cent sodium hydroxide solution: a white predating 
changing to yellowish-white and finally to light orange forms ipitates). 
tion from butacaine and procaine, which yield red-brown prec fete OF 
Saturate 25 cc. of the solution with hydrogen sulfide: no precip! 
color develops. 
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Dissolve about 0.1 Gm. of diperodon in 1 ce. of sulfuric acid: the 
solution is colorless (readily carbonizable substances). 

ignite about 0.5 Gm. of diperodon, accurately weighed: the residue is 
not more than 0.2 per cent. 

Dry about 0.5 Gm. of diperodon, accurately weighed, in a desiccator 
over phosphorus pentoxide: the loss in weight does not exceed 4 per cent. 

Weigh, accurately, about 3 Gm. of diperodon and dissolve the sample 
in 10 ce. of ethyl alcohol previously neutralized to methyl red T.S. 
Add exactly 10 cc. of 0.1 N hydrochloric acid and 40 cc. of water. 
Warm gently, if necessary, to obtain a clear solution. Cool to room 
temperature, add 3 drops of methyl red T.S. and titrate to the bronze 


color of the indicator with 0.02 N sodium hydroxide. Each cc. of 0.1 2 
hy (rochloric acid is equivalent to 0.03974 Gm. of anhydrous diperodon: 
the amount of anhydrous diperodon found corresponds to not less than 


94.0 nor more than 95.5 per cent of the sample weight. 
Tue Won. S. MERRELL COMPANY, CINCINNATI 


Diothane Ointment with Oxyquinoline Benzoate: Bulk 
and 28.4 Gm. tubes. Diothane 1 per cent and oxyquinoline 
benzoate 0.1 per cent, in an ointment base consisting of petro- 
latum, lanoline and mineral oil. 


OXYQUINOLINE BENZOATE. — 8-Hydroxyquinoline 
benzoate —CsH:NO.C;HeO2.—M. W. 267.27.—A compound con- 
sisting of a molecule of 8-hydroxyquinoline and a molecule of 
benzoic acid. 


Tests and Standards.— 


(Oxyquinoline benzoate occurs as a yellowish-white, crystalline powder, 
posscssing a characteristic odor and taste. It is slightly soluble in water; 
tre soluble in alcohol, benzene and ether; and soluble in vegetable 
and mineral oils. The pu of a saturated aqueous solution of oxyquino- 
line benzoate is about 4.0. It melts between 61 and 62 C. 

l).-solve about 0.1 Gm. of oxyquinoline benzoate in 20 cc. of benzene 


and xtract with two successive 5 cc. portions of sodium bicarbonate T.S. 
(collect the extracts for a later test). Wash the benzene layer with 
tw rtions of water and discard the washings. Dilute about 1 cc. of 
the benzene layer to 5 ce., with additional benzene. Add 5 cc. of water, 
2 drops of ferric chloride T.S. and shake the mixture: an emerald-green 
color develops immediately in the water layer. Evaporate the remainder 


of the benzene solution in a stream of air: the melting point of the 
residue is 71-74 C. Acidify the sodium bicarbonate extract. Collect 
the ; recipitate on a filter, and wash and air-dry it: the product, which 
melts at 121-123 C., responds to tests for benzoic acid. 

gnite about 0.5 Gm. of oxyquinoline benzoate, accurately weighed: 
the residue is not more than 0.2 per cent. 

Transfer about 0.3 Gm. of oxyquinoline benzoate to a suitable sepa- 
ratory funnel, add 25 cc. of benzene and 10 cc. of diluted hydrochloric 
acid; stopper the funnel and shake the mixture. Let the funnel stand 
until the layers separate cleanly and draw off the aqueous layer into 
a second separatory funnel. Rinse the benzene layer with two 5 cc. 
portions of water, combining the washings with the aqueous extract. 
To the second funnel add 25 cc. of benzene; stopper and shake vigor- 
ously. Let the funnel stand until the layers separate cleanly and draw 
off the aqueous layer into a third separatory funnel. Wash the benzene 


layer in the second funnel with two 5 cc. portions of water and com- 
bine them with the aqueous extract. Then: (A) Transfer the acid 
aqueous extract containing 8-hydroxyquinoline as the hydrochloride to 
a 500 ce. stoppered Erlenmeyer flask. Boil to remove benzene, cool 
to r temperature and add exactly 50 cc. of 0.1 N bromide-bromate 
solution. Stopper the flask, seal around the stopper with water and let 
the flask stand 15 minutes. Add water, bringing the volume to approxi- 
mately 150 cc., and cool in an ice chest or ice water. Add 2 Gm. of 
potassitm iodide or 10 cc. of potassium iodide T.S. Stopper the flask, 
let it stand for 5 minutes, and titrate the excess iodine with 0.1 N 
sodium thiosulfate solution. Each ce. of 0.1 N  bromide-bromate is 
equivalent to 0.003627 Gm. of 8-hydroxyquinoline: the amount of 
8-hydroxy quinoline found is not less than 51 nor more than 55 per cent. 
(B) Combine the benzene layer from the second separatory funnel 
with that in the first. Rinse the second funnel with 5 cc. of benzene 
followed by 10 cc. of water, combining both washings in the first 
separatory funnel. Add exactly 25 cc. of 0.1 N sodium hydroxide to 
the fun: val containing the benzene and water washings, stopper and 
Shake thoroughly. Allow the layers to separate cleanly and draw off 
the aqueous layer into a beaker. Wash the benzene in the funnel with 


two 5 ce. portions of water, combining the wash water with the aqueous 
layer in the beaker. Add 3 drops of phenolphthalein T.S., and back- 
titrate the excess sodium hydroxide with 0.1 N hydrochloric acid. Each 
cc. of the 0.1 N sodium hydroxide is equivalent to 0.01221 Gm. of 
benzoic acid: the amount of benzoic acid found is not less than 45 nor 
more than 47 per cent. 


ESTROGENIC SUBSTANCES (WATER INSOL- 
UBLE) (See New and Nonofficial Remedies 1948, p. 370). 
The following dosage forms have been accepted : 


AYerst, McKENNA & Harrison, Ltp., New York 16 
Solution Estrogenic Substances in Oil: 10,000, 20,000 


and 50,000 I. U. per cc. in corn oil, 10 cc. vials. Preserved with 
chlorobutanol 0.5 per cent. 


Harrower LABORATORY, INC., GLENDALE, CALIF. 
Solution Plestrin in Oil: 10,000 I. -U. and 25,000 I. U. 


Per cc. in sesame oil, 1 cc. ampuls, 10 cc. and 30 ce. vials. ere- 
stved with chlorobutanol 0.5 per cent. 


U. S. trademark 233,746. 
SMITH-DorsEY Company, INc., LINCOLN, NEB. 
Aqueous Suspension Estrogenic Substances: 20,000 I. U. 


ber cc., 1 cc. ampuls and 10 cc. vials. Preserved with carbolic 
acid 05 per cent. 


REPORT OF THE COUNCIL 
The Council has authorized publication of the following report. 
Austin Situ, M.D., Secretary. 


ISOPENTAQUINE GENERIC NAME FOR 
(8-[4-ISOPROPYLAMINO-1-METHYL- 
BUTYLAMINO]-6-METHOXY- 
QUINOLINE) 


The Council was requested by the Malaria Study Section of 
the U. S. Public Health Service to consider recognition of the 
generic term isopentaquine for the antimalarial compound known 
as Sn 13,274 (8-[4-isopropylamino - 1 -methylbutylamino] -6- 
methoxyquinoline). As a result of its deliberation, the Council 
voted to recognize the stated generic term. The Council calls 
attention to the fact that the drug wlil be available only as the 
oxalate salt, which should be designated as isopentaquine oxalate. 
In view of the fact that the base content of the salt is more 
uniform than the oxalate content, the labeling for any marketed 
product should bear a statement such as “Each tablet corre- 
SETS sacncwes Pre isopentaquine base.” 





Council on Physical Medicine 


REPORT OF THE COUNCIL 
The Council on Physical Medicine has authorized publication 
of the following report. Howarp A. Carter, Secretary. 





GEM HEARING AID, MODEL V-35 
ACCEPTABLE 


Manufacturer: The Gem Ear Phone Co., Inc., 80 Franklin 
St., New York 13. 

The Gem Hearing Aid, Model V-35, is a so-called all in one 
wearable hearing aid. The ivory-colored plastic case contains 
microphone, amplifier and batteries. A metal clip is mounted 
in the center of the front through the microphone grill. A 
slender, flesh-tinted, plastic-covered receiver cord plugs into 
the center of the top of the 
case. Two wheel type controls, 
one for on-off and tone control, 
the other for volume control, 
are located at the two upper 
corners. The off position of the 
tone control is labeled and also 
can be identified by a flat seg- 
ment of the wheel. 

The outside dimensions of the 
case, exclusive of the clip, are 
120 by 59 by 23 mm. (4% by 
2546 by % inches). The weight Gem Hearing Aid, Model V-35 
of the instrument, including 
batteries, receiver and cord, is 212 Gm. (7% ounces). The 
instrument operates on an A battery consisting of two zinc- 
carbon dry cells and on a 22.5 volt zinc-carbon B battery. 

The Council obtained evidence that the instrument was gen- 
erally well constructed. A series of tests gave the following 
results : 





Articulation Scores 


Gem 
Subject Acoustic Gain Model V-35 Reference Difference 
A 45 db. 82% 80% +2% 
F 52 db. 86% 82% +4% 
Average +3% 


The acoustic gain obtained by each subject was equal or 
nearly equal to the subject’s own loss for speech. It is not 
expected that a hearing aid should make a subject’s auditory 
acuity better than normal. The acoustic gain of this instrument 
was, therefore, at least 52 decibels, which exceeds the Council's 
minimum requirement. The articulation scores were roughly 
equal to those of the reference instrument, and both subjects 
reported the quality of the sound as good, clear and pleasant. 

The Council on Physical Medicine voted to include the Gem 
Hearing Aid, Model V-35, in its list of accepted devices. 
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SATURDAY, JANUARY 22, 1949 


OBITUARIES OF PHYSICIANS PUBLISHED 
IN 1948 
During 1948 THe JourNAL published the obituaries 
of 3,230 physicians, which was an increase of 190 
over the number published in 1947. This number does 
not represent the total number of physicians who died 
during the year, as some reports were not received in 


time to be prepared for publication before the year - 


ended. 

The ages at the time of death of the 3,230 physicians 
ranged from 23 years to 100 years. Three died between 
the ages of 20 and 24, 43 between 25 and 29, 54 
between 30 and 34, 63 between 35 and 39, 89 between 
40 and 44, 138 between 45 and 49, 140 between 50 
and 54, 237 between 55 and 59, 339 between 60 and 
64+, 471 between 65 and 69, 613 between 70 and 74, 
475 between 75 and 79, 319 between 80 and 84, 161 
between 85 and 89, 71 betwetn 90 and 94 and 12 died 
after age 95. The average age at death in 1948 of 
67.4 years continued the upward progression estab- 
lished by 65.3 years in 1945, 66.1 years in 1946 and 
66.7 years in 1947. Except for the higher average age 
at death, there was no radical change in the age dis- 
tribution of the decedents. In 1948 66 per cent of the 
decedents died at age 65 and over, whereas in 1947 
64 per cent died in this age group. 

The following analysis was based on the causes of 
death coded according to the “Manual of the Inter- 
national List of Causes of Death” (fifth revision). 
When more than one cause was stated in the obituary, 
primary and secondary causes of death were determined 
by the “Manual of Joint Causes of Death” (fourth 
edition). This method of classification is slightly 
different from that used in previous years. 

Diseases of the heart accounted for 41 per cent of all 
deaths among physicians with a total of 1,338, of which 
643 were caused by coronary occlusion, thrombosis and 
embolism, 149 by angina pectoris and other coronary 
diseases, 257 by valvular heart disease, myocarditis and 
endocarditis, 6 by rheumatic heart disease and 283 by 
other diseases of the heart. 








. A. M. A, 
an. 22, 1949 
Diseases of the nervous system caused 412 deaths, 
There were 390 deaths attributed to intracranial lesions 
of vascular origin; cerebral embolism, thrombosis and 
hemorrhage accounted for 381 of these deaths. Eleven 
deaths were due to Parkinson’s disease and 5 to menin- 
gitis and diseases of the spinal cord. Cancer and other 
malignant tumors accounted for 348 deaths among phy- 
sicians, while nonmalignant and unspecified tumors 
caused 10 deaths. There were 133 deaths due to can- 
cer in the digestive organs, 43 in the respiratory system 
and 69 in the genitourinary system. Six deaths were 
caused by cancer of the skin and 4 by cancer of the 
brain. Diseases of the blood accounted for 41 deaths, 
of which 7 were due to anemia and 32 to leukemia. 
Arteriosclerosis caused 98 deaths, hypertension 13, 
aneurysm 22, other diseases of the arteries 14 and 
other diseases of the circulatory system 7 deaths. 

Diseases of the respiratory system other than cancer 
and tuberculosis caused a total of 163 deaths among 
physicians, of which 121 were caused by bronchopneu- 
monia, lobar pneumonia and pneumonia unspecified. 
Chronic bronchitis caused 3 deaths, asthma 3 and 
thrombosis, edema and congestion of the lungs 
29 deaths. Tuberculosis of the respiratory system 
accounted for 22 deaths and tuberculosis of other sys- 
tems and organs caused only 4 deaths. Fifty-seven 
physicians died of diabetes mellitus and 5 of acute 
rheumatic fever and chronic rheumatism. 

Diseases of the digestive system other than cancer 
accounted for 114 deaths of which 35 were due to 
cirrhosis of the liver, 16 to ulcer of the stomach or 
duodenum, 11 to hernia and intestinal obstruction, 8 
to diseases of the pancreas, 5 to peritonitis, 3 to 
appendicitis and 36 to other gastrointestinal conditions. 
Diseases of the genitourinary system other than cancer 
caused 135 deaths; various forms of nephritis 105, 
and diseases of the prostate 16. 

Of the 45 deaths caused by miscellaneous diseases 
5 were due to influenza, 5 to poliomyelitis and 11 to 
Hodgkin’s disease. 

Deaths resulting from accidents totaled 173 ; 50 were 
from motor vehicle accidents and 23 were from aif 
transport accidents ; 4 deaths were caused by drowning, 
4 by conflagration and 11 by poisoning; 7 resulted 
from injury by firearms and 52 were due to falls. 

Suicides accounted for 48 deaths; 13 by poisoning, 
4 by hanging, 2 by cutting, 2 by jumping and 19 by 
firearms. Only 1 homicide was reported. 

Senility was reported as the cause of 28 deaths and 
the causes of death of 63 physicians were not reported. 

Contributing causes of death numbered 655. Arterio- 
sclerosis was thus reported 114 times, coronary embo- 
lism, thrombosis and occlusion 40 times, other diseases 
of the heart 86, hypertension 78, pneumonia 54, 
nephritis and uremia 43 and intracranial lesions of 
vascular origin 41. 

Twenty-three of the physicians whose obituaries were 
published were killed in action during World War Il 
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and 33 died while in military service. Seven were 
reported as having died while being transported as 
prisoners on a Japanese ship that was sunk, and 1 
died in a prison camp in Japan. Three were killed in 
Germany, and 1 each at Iwo Jima, Normandy, Luzon, 
Okinawa, Guadalcanal, Admiralty Islands and Java. 
Of the deaths during military service 7 were caused 
by diseases of the heart, 10 by airplane accidents and 
4 by motor vehicle accidents. Since the outbreak of 
World War II Tue Journat has recorded a total 
of 881 military deaths among physicians, of whom 313 
were killed in action. 

The average ages at death among physicians who 
died from some of the causes mentioned were: 74.3 
years for pneumonia and influenza, 70.4 for intra- 
cranial lesions of vascular origin, 69.7 for nephritis, 
65.6 for coronary occlusion, thrombosis and embolism, 
67.4 for cancer and other malignant tumors, 64.5 for 
tuberculosis, 57.3 for accidents, 34.7 for physicians 
killed in action and 34.8 for those who died from other 
causes while in military service. 

lssociation Officers —The death of 1 former presi- 
dent of the American Medical Association was reported 
in 1048. Forty-two decedents had been members of 
the !louse of Delegates, 15 had been section officers, 
1 had been a council member and 1 a chairman of a 
council. Among the deceased physicians there were 
63 past presidents and 8 past secretaries of state medi- 
cal associations and 284 past presidents, 1 president- 
elect and 46 past secretaries of county medical societies. 

Miscellaneous Positions—Two decedents had been 
university presidents, 4 had been presidents of medical 
colleges and 8 had been deans of medical schools. Two 
hundred and five had been professors and 108 teachers 
in medical schools. One of the deceased physicians had 
been a member of the National Board of Medical 
Examiners and 41 had served on state medical examin- 
ing boards. One hundred and twenty-six were former 
members of the boards of education, 106 had served 
on boards of health, 269 had been health officers and 
24 had been connected with state health departments. 
Among the decedents there had been 30 city council- 
men, 6 aldermen, 23 legislators, 52 mayors, 64 coroners, 
45 pharmacists and druggists, 7 dentists, 24 editors, 
35 authors and 11 missionaries. 

Government Service—The obituaries published in 
1948 showed that 2 of the decedents had served on the 
Mexican Border, 1 in the Boer War, 2 in the Philippine 
Insurrection, 54 in the Spanish-American War, 584 in 
World War I and 206 in World War II. Thirteen 
decedents had served with the armed forces of foreign 
countries. Two physicians had been Surgeon Generals, 
72 had been in the Medical Corps of the United States 
Army and Navy and 29 had been in the Reserve Corps. 
Ten had served in the National Guard, 37 had been in 
the U. S. Public Health Service and 14 in the U. S. 
Public Health Service Reserve, 14 in the Indian Ser- 
vice and 34 with the Veterans Administration. 
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THE CLINICAL TEACHING OF THE 
MEDICAL STUDENT 

In the recent Inter-Professional Conference on Edu- 
cation for Professional Responsibility * modern clinical 
teaching of the medical student was discussed by 
James H. Means, Jackson professor of clinical medi- 
cine in the Harvard Medical School. In the medical 
schools of the United States teaching falls into the two 
main divisions of preclinical and clinical. The pre- 
clinical subjects—anatomy, physiology, biochemistry, 
pathology, bacteriology and immunology—are taught in 
the medical schools much as such subjects are taught 
in colleges generally. Thereafter begins the clinical 
training which is distinctive in medical education. 
The student now studies the patient in the flesh, and 
his interests change from the inanimate to the human 
animate. Means emphasizes that somehow there has 
developed in the student by this time a definite predilec- 
tion of interest in organic disease. Usually the purely 
functional or psychogenic aspects of human behavior 
have not become of deep concern to him. “He still sees 
the patient as a collection of diseased organs rather 
than as a person in difficulty.” 

At the same conference John Romano, professor of 
psychiatry in the University of Rochester School of 
Medicine and Dentistry, pointed out that the preclinical 
training of the medical student is more thorough in 
physics, chemistry and biology than in psychology, 
sociology, history and literature. 

The teaching of clinical medicine differs from most 
other professional teaching in that three definite per- 
sons are concerned: teacher, pupil and patient. The 
teacher is responsible for conducting the teaching so 
that it benefits the patient as well as the student. 
Anything said within a patient’s hearing “may be 
provocative of good or bad results, according to whether 
it is uttered skillfully or unskillfully.” Means urges 
that “students should be made to understand all this 
before they ever come near a patient. They must be 
made to realize that to the patient they are doctors 
and that, as such, their utterances are important to 
him.” The service of the student as clinical clerk and 
assistant in the care of patients is of great value in 
developing in him the professional conscience, clinical 
insight and understanding of disease. Means stresses 
also the great influence of the interviews and exami- 
nations of the patient by the clinical clerk in the 
development of the physician-patient relationship. 

The actual responsibility placed on the student in 
his clinical training has steadily increased. As a rule 
patients are grateful to serve for the purposes of teach- 
ing and research. Teaching hospitals are preferred for 
internships and residencies. The clinical clerkship, 
actually an apprenticeship, as now conducted, is an 





1. Education for Professional Responsibility: A Report of the Inter- 
Professional Conference on Education for Professional Respnsibility Held 
at Buck Hill Falls, Pennsylvania, April 12, 13 and 14, 1948. Pittsburgh, 
Carnegie Press, 1948. 

2. Footnote 1, p. 136. 
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effective introduction to the principles of practice. 
Means says: “As undergraduates, medical students 
are thirsty for knowledge. Also, they want to correlate 
it and make it practically useful to their patients. . 
Their approach to medicine is scholarly.” As one 
encounters practicing physicians in graduate courses, 
however, one sees how their attitude toward pro- 
fessional work has deteriorated. One of the great 
problems of medical education, says Means, is how 
to make this scholarly attitude persist through life, 
how to insure that the physician and surgeon will con- 
tinue professional without lapse into the merely voca- 
tional and commercial. Teachers of medicine, says 
Means, must set high examples in their own living. 
At this time mention only can be made of the increas- 
ing influence on maintenance of high standards in prac- 
tice by the clinical and pathologic conferences by the 
stafis of our hospitals. 


MUSCULAR FATIGUE AND PEPTIC ULCER 

Complete physical rest is often recommended by 
internists as a valuable adjunct in the management of 
peptic ulcer. _ This precept was derived primarily from 
clinical experiences, with little supporting experimental 
evidence. Lillehei and Wangensteen’ of the Depart- 
ment of Surgery, University of Minnesota, studied the 
effects of moderate muscular fatigue on the incidence 
and severity of histamine-provoked peptic ulcer in dogs. 

Fifteen dogs given continuous muscular activity and 
injections of histamine were compared with 13 not 
subjected to the activity. Among the 13 nonfatigued 
control dogs, 10 showed normal gastrointestinal tracts. 
Three (23 per cent) showed mild duodenal ulcers or 
Among the 15 fatigued dogs, only 4 showed 
normal gastrointestinal tracts. Eleven (73 per cent) 
showed relatively severe gastric, duodenal or jejunal 
In 6 cases multiple ulcers were 


erosions. 


ulcers or erosions. 
noted, two of which had perforated, causing the death 
of 1 dog. These results are in accord with the prevail- 
ing clinical belief. 

In order to determine the mechanism of this deleteri- 
ous action of muscular fatigue, the Minnesota surgeons 
Two 
dogs with Heidenhain type pouches were repeatedly 
tested on days of rest and on days of a twenty to thirty 


studied the effect of exercise on gastric secretion. 


minute run on the treadmill. In all cases the volume 
of gastric secretion was reduced as a result of this 
exercise. This was accompanied by a reduction in the 
percentage of both free and total hydrochloric acid. 
This result suggests that the ulcer-abetting effect of 
muscular fatigue is not due to increased action of the 
gastric juice. It is presumably due to some change in 
the susceptibility of the gastrointestinal mucosa, con- 


ceivably a result of a reduction in local blood supply. 





1. Lillehei, C. W., and Wangensteen, O. H.: Proc. Soc. Exper. Biol. 
& Med. @7: 49, 1948. 
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This is in line with previous investigations by Baronof- 
sky and Wangensteen,? who found that in dogs the 
vasoconstriction produced by epinephrine-in-beeswax 
injections increases the ulcer diathesis by creating 
anoxic areas in the gastrointestinal mucosa. 





Current Comment 


A NEW PULMONARY DISEASE ENTITY? 


An unusual pulmonary disease occurred in Oklahoma 
in 1943 and was described by Cain and his co-workers 
in 1947... An outbreak of this peculiar condition in 
Arkansas has now been described by Washburn, Tuohy 
and Davis,? who called the condition “cave sickness” 
because of the feature common to the outbreaks. In 
none of the occurrences was there an etiologic diagno- 
sis established. A study was conducted on 21 white 
male patients who represented the greater part of the 
25 persons engaged in a treasure hunt in an abandoned 
chalk mine in Southwestern Arkansas in which excava- 
tion was started Sept. 12, 1947. At intervals beginning 
with the fourth and ending with the thirteenth day 
of operations, all who had spent any time in the cave 
became ill in varying degrees of severity. Only persons 
who had entered the diggings were involved in the 
outbreak. The disease was a febrile illness with pul- 
monary manifestations. Onset was sudden after a short 
prodrome of coryza and malaise followed by chi!!s and 
fever. The rest of the symptom complex was heaclache, 
in some cases with retro-orbital pain, nuchal tension, 
nervous irritability, slight cough, chest pain, loss of 
weight and certain general complaints. All signs were 
confined to the chest, where sonorous inspiratory and 
expiratory rales were heard early in the illness. These 
later became moist and sticky and disappeared after 
coughing. Clinical laboratory studies did not yield any 
positive results. Roentgenograms of the chest were 
spectacular and in keeping with the prostration of the 
patients. Distribution of lesions was uniform from top 
to bottom, of consistent size and shape without ten- 
dency to confluence, with absence of pleural reaction 
and freedom of involvement of the lymph nodes. The 
opinion is expressed that it was induced by a particulate 
entity spread almost entirely by hematogenous dissemi- 
nation in a single shower. The disease was self limited 
to six or seven days, when the men were able to leave 
their beds, although residual weakness and a residual 
dyspnea persisted from September to February. Three 
degrees of severity were noted. The authors conclude 
that this is a new or, at least, a previously inadequately 
described disease. Careful future observations should 
disclose the etiologic basis now that the condition 1s 
well described. In such a case, convincing experimental 
tests would appear readily available should the cave 
contain the etiologic agent. 





2. Baronofsky, I., and Wangensteen, O. H.: Bull. Am. Coll. Surgeons, 
30: 59, 1945. : 
1. Cain, J. C.; Bevins, E. J., and Downing, J. E.: An Unusua 
Pulmonary Disease, Arch. Int. Med. 78: 626 (June) 1947. : , 
2. Washburn, A. M.; Tuohy, J. H., and Davis, E. L.: Cave Sickness: 
a New Disease Entity, Am. J. Pub. Health 38: 1521 (Nov.) 1948. 
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Washington Letter 
(From a Special Correspondent) 
Jan. 17, 1949. 


Health and Medical Bills Descend on Congress 


More than one thousand bills were introduced during the first 
week of Congress, although the Senate was in session only three 
days and the House four. More than a score of the new 
measures deal with public health and medical care issues, with 
chief interest focused on revived attempt to pass compulsory 
sickness insurance legislation. Senators Murray, Wagner, 
McGiath, Pepper, Chavez and Taylor and Representative 
Ding«!! joined in sponsoring the Eighty-First Congress version 
of so-called Murray-Wagner-Dingell legislation. The Senate 
bill is S. 5 and the House measure is known as H. R. 783. 
They are identical with S. 1320, on which protracted hearings 
were lield in 1947 and 1948 by the Senate Committee on Labor 
and |’ublic Welfare. A companion bill (H. R. 345) is spon- 
sored by Representative Celler. 

Other bills included among the record-setting number cf 
measures introduced during the first week of the session were: 
H. R. 267 and H. R. 785, sponsored by Representatives Priest 
and lolliver, respectively, on federal subsidization of public 
health «units at local and community level; H. R. 62 and S. 102, 
spons. ed by Representative Fulton and Senator Tobey, respec- 
tively, to stimulate research into the cause, prevention and 
treatment of multiple sclerosis; H. R. 184 and H. R. 782, 
sponsored by Representatives Harris and Dawson, respectively, 
for establishment of a new department to administer health, 
educatin and welfare activities of the federal government; 
S. Res. 16, introduced by Senato Langer, calling for a Con- 
gressional study of the feasibility of instituting compulsory 
hospitalization and surgical care insurance for the more than 
2,000,000 persons in federal employ; H. R. 488, sponsored by 
Representative Keogh, which would give military credit to 
Army medical officers for service performed as_ civilian 
employees in Army hospitals, and H. R. 922, sponsored by 
Represe:itative Rogers (Mass.), which provides for inclusion of 
barbiturates under the federal narcotic laws. 

In acdition, miscellaneous bills were introduced on amend- 
ment oi the Hill-Burton hospital construction act, for con- 
struction of additional veterans’ hospitals and authorizing the 
commissioning of x-ray technicians in the Army and Navy 
medical departments. Numerous identical bills were filed on 
establishment of a National Science Foundation, one of whose 
functions would be to coordinate research in the medical and 
biologic sciences. Sponsors of this type of legislation include 
Representatives Priest, Harris, Celler and Wolverton. 

Senator Neely introduced a cancer bill (S. 68) under which 
the President would be requested to mobilize “an adequate 
number of the world’s outstanding experts in a supreme 
endeavor to discover means of curing and preventing cancer.” 
It authorizes the appropriation of $100,000,000 for research, 
educational and control measures. Neely supported similar 
legislation when he was a member of the House in the Seventy- 
Ninth Congress. A companion bill is expected to be introduced 
in the House this year by Representative Andrew J. Biemiller. 


Statement by Congressional Sponsors of Sickness 
Insurance 


In his opening message to Congress on January 5, President 
Truman called for “prepaid medical insurance without further 
delay.” Accordingly, this segment of the administration’s pro- 
posed social security program was selected for earliest intro- 

ton. A joint statement issued by Senators Murray, Wagner 
and McGrath and Representative Dingell made the following 
for the new insurance bills (S. 5 and H. R. 783): 

Eighty-five per cent of the population will be covered, self- 
tmployed persons being included along with salaried workers 
and Wage-earners. Those eligible for benefits will be entitled 
‘© medical and dental services from general practitioners and 


specialists, home nursing care, hospital care, laboratory service, 
roentgenograms, “expensive prescribed medicines,” eye glasses 
and “special appliances.” There will be free choice of physician 
or dentist and the right to change one’s choice. Participation 
by physicians, dentists, nurses and hospitals will be optional. 
“These guarantees apply to organized groups of practitioners, 
clinics, consumer cooperatives and similar health service plans 
as well as to individuals. Every hospital that participates is 
guaranteed freedom from governmental supervision or control.” 
The bills guarantee that payments to providers of professional 
services will be “fair and adequate.” ‘The method of payment 
is to be decided by those practitioners who furnish the service.” 
There will be “grass roots” administration of the program, with 
the medical profession to be represented on local citizens’ 
groups which would frame administrative policies, within fed- 
eral and state limitations. 


Report Issued on Hill-Burton Hospital Project 
Approvals 

Sixty-one per cent of the 416 applications approved to date 
for hospital construction grants under the Hill-Burton Act are 
for publicly owned facilities, according to a recent report by 
U. S. Public Health Service. The remaining 39 per cent are 
for general hospitals sponsored by nongovernmental, nonprofit 
organizations. However, in terms of construction costs, the 
162 private projects represent a total estimated outlay of 
$128,851,236, compared with $118,310,246 for the 254 that will 
be owned and operated as public institutions. The bed totals, 
respectively, are 10,207 and 10,758. In New England, 94.1 per 
cent of the project applications came from nonprofit organiza- 
tions. On the other hand, in seven Southeastern states the 
approved applications submitted by nongovernmental organiza- 
tions comprised only 27 per cent of the total. 


Dr. Houssay Will Conduct Research at National 
Institutes of Health 


Dr. Bernardo A. Houssay of Argentina, 1947 Nobel Prize 
winner for physiology and medicine, has arrived in the United 
States to begin a three month period of fundamental research 
at the National Institutes of Health, Bethesda, Md. His inves- 
tigations will be concerned with problems of endocrine gland 
regulation and balance and the relationship between the endo- 
crines and metabolism. 





Coming Medical Meetings 


Annual Congress on Medical Education and Licensure, Chicago, Palmer 
House, Feb. 7-8. Dr. Donald G. Anderson, 535 Dearborn St., 
Chicago 10, Secretary. 

National Conference on Rural Health, Chicago, Palmer House, Feb. 4-5. 
Dr. F. S. Crockett, 535 N. Dearborn St., Chicago 10, Chairman. 





Alaska Territorial Medical Association, Juneau, March 3-5. Dr. William 
P. Blanton, Box 2569, Juneau, Secretary. 

American Academy of General Practice, Cincinnati, Netherlands Plaza 
Hotel, March 7-9. Mr. Mac F. Cahal, 231 W. 47th St., Kansas City, 
Mo., Executive Secretary. 

American Otorhinologic Society for the Advancement of Plastic and 
Reconstructive Surgery, New York, Hotel Waldorf-Astoria, March 4. 
Dr. Norman N. Smith, 291 Whitney Ave., New Haven 11, Conn., 
Secretary. ; 

Chicago Medical Society Annual Clinical Conference, Chicago, Palmer 
House, March 1-4. r. H. Kenneth Scatliff, 30 N. Michigan Ave., 
Chicago 2, Secretary. 

Dallas Southern Clinical Society, Dallas, Texas, March 14-17. Miss 
Thelma Webb, 1133 Medical Arts Bldg., Dallas, Executive Secretary. 
International Post-Graduate Medical Assembly of Southwest Texas, San 
Antonio, Jan. 25-27. Dr. John J. Hinchey, P. O. Box 2445, San 

Antonio, Secretary. 

National Conference on Medical Service, Chicago, Palmer House, Febru 
ary 6. Dr. John S. Bouslog, 1612 Tremont Place, Denver Colo., 
Secretary. 

New Orleans Graduate Medical Assembly, New Orleans, Municipal Audi- 
torium, March 7-10. Dr. W. D. Beacham, 1430 Tulane Ave., New 
Orleans, Secretary. 

Southeastern Allergy Association, Durham, N. C., Washington-Duke Hotel, 
« 22-23. Dr. Katharine B. MacInnis, 1515 Bull St., Columbia, 


. C., Secretary. 
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ARMY 


RESEARCH AND DEVELOPMENT RESERVE 
GROUPS 


The Department of the Army has established a program of 
particular interest to toxicologists and other scientists who 
hold reserve commissions and who are professionally engaged 
in teaching or research and development. The objectives of 
the program are to: (1) maintain the affiliation of scientists 
with the Organized Reserve Corps; (2) provide peacetime 
reserve assignments for these officers, enabling optimum use 
of their education, experience and skills; (3) furnish mobiliza- 
tion assignments which will fully use their talents, and (4) 
adequately prepare these officers for mobilization. 

The Technical Services of the Department of the Army sub- 
mit to these Research and Development Reserve Groups 
research problems and projects which pose an intellectual chal- 
lenge to members of the group. Thus, the program provides 
members of each group with a type of training which is in 
keeping with their scientific and technical interests and com- 
petence rather than a traditional kind of training session in 
which scientists have little interest. To date, eighteen Research 
and Development Reserve Groups have been organized, and 
twelve are in process of organization. Others are in the initial 
stages of formation. Several of these groups have been formed 
in communities in which large universities, industrial research 
laboratories or private research foundations are located. 

Provision is made to submit research projects of interest to 
chemists, physicists, engineers, geologists, geographers, psy- 
chologists, mathematicians, toxicologists, bacteriologists, serolo- 
gists and scientists of other fields. 

Reserve officers who are currently engaged in civilian 
research, college or university teaching, or industrial research 
or development, or who in the past have had specific research 
experience, are eligible to apply for assignment to an Organized 
Reserve Research and Development Group. A group may be 
organized in any locality where there are twenty or more 
qualified officer scientists who desire to participate in the pro- 
gram. A subgroup may be organized with ten qualified mem- 
bers. The program is under the general direction of the 
Research and Development Group, Logists Division, General 
Staff, U. S. Army. Inquiry about organization of an Organized 
Reserve Research and Development Group or about assignment 
to a group should be made of the Unit Instructor, O.R.C., or 
of the Senior Army Instructor, O.R.C., in the locality in which 
the officer resides. 


POSTGRADUATE INSTRUCTION 


The following medical officers have been selected to attend 
postgraduate courses at the civilian institutions indicated: Col. 
Alexander C. Haff, radiology, Radiological Society of North 
America, San Francisco; Lieut. Col. Alonzo A. Towner, sym- 
posium on internal medicine, Mount Sinai Hospital, New York; 
Capt. Paul F. Guerin, pathology, Temple University Hospital, 
Philadelphia; Capt. Harold G. Page, general surgery, Mary 
Fletcher Hospital, Burlington, Vt.; First Lieutenants Sam A. 
Castro, intern training, Mercy Hospital, Chicago; Lowell H. 
Steen, intern training, Mercy Hospital, Chicago; Robert W. 
Morrissey, intern training, lowa Lutheran Hospital, Des Moines ; 
Frederick N. Talmers, intern training, City of Detroit Receiving 
Hospital, Detroit; Richard K. Blaisdell, intern training, Johns 
Hopkins Hospital, Baltimore; Albert J. Flacco, intern training, 
St. Luke’s and Children’s Medical Center, Philadelphia ; Herschel 
lL. Wells, medicine, Wayne County General Hospital, Eloise, 
Mich.; Arthur W. Samuelson, intern training, Grace New 
Haven Community Hospital, New Haven, Conn., and Barbara 
M. Knickerbocker, occupational therapy, National Foundation 
for Infantile Paralysis, Georgia Warm Springs Foundation, 
Warm Springs. 


COURSES IN PSYCHOTHERAPEUTIC 
MEDICINE 


About seventy especially selected Army medical officers from 
a variety of medical installations recently completed a two 
weeks’ course in psychotherapeutic medicine conducted at three 
Army general hospitals (Walter Reed, Washington, D. C.: 
Fitzsimmons, Denver, and Letterman, San Francisco). The 
instruction was led at these hospitals respectively by Drs. Ben- 
jamin H. Balser, New York; Jacob E. Finesinger, Boston, and 
Lawrence S. Kubie, New York, and each leader was assisted 
by a ten man team of civilian psychiatrists, psychologists and 
social workers. 

The course, which was patterned on the initial 1946 experi- 
ment sponsored jointly by the Commonwealth Fund and the 
University of Minnesota, aimed at five specific goals: defining 
the patient-physician relationship, establishing the significance 
of a neurosis, pointing out the need for and methods of com- 
prehensive diagnosis and therapy based on the interrelationship 
of emotional disturbance and somatic complaints, indicating the 
usefulness of the interview in both diagnosis and therapy and 
providing knowledge helpful in recognizing more malignant con- 
ditions. Throughout the course, major emphasis was placed on 
the art of medicine, which encompasses the whole man, as 
opposed to the current trend toward organ diagnosis and frac- 
tional therapy. j 

The students were uniformly enthusiastic about the course, 
which, while necessarily superficial, nevertheless “opened the 
door to an entirely new way of thinking.” The response of 
the officers was so encouraging that plans are being made to 
repeat the course soon with chiefs of services and sections at 
Army hospitals as students. 


INSTITUTE OF PATHOLOGY 


Brigadier W. L. Coke, Director General of Medical Services 
of the Canadian Army, visited the Army Institute of Pathology 
on November 26 and was guest of honor at a luncheon given 
by Brigadier General Raymond O. Dart, Director of the Army 
Institute of Pathology. 

Dr. Maxwell L. Littman of the tropical medicine department 
of Tulane University School of Medicine, New Orleans, reported 
to the Army Institute of Pathology December 18 to act as 
consultant to the staff. 

Dr. Webb Haymaker, chief, section on neuropathology, Army 
Institute of Pathology, recently addressed the staff of the Oliver 
General Hospital, Augusta, Ga., on the “Landry-Guillain-Barre 
Syndrome.” 

Dr. Walter G. Putschar of Charleston, W. Va., lectured at 
the Army Institute of Pathology Dec. 1, 1948, on “Pathology 
of the Intervertebral Disk.” 


SAFETY RECORD CITED 


The Department of the Army received the Award of Honor 
of the National Safety Council for distinguished service to 
safety. The award was presented to General Omar Bradley, 
Chief of Staff, in his office in the Pentagon in recognition of 
important reductions in the accidental injury rate in the Army s 
overseas operations during 1947. In the same ceremony, Gen- 
eral Bradley presented the Army’s Meritorious Civilian Service 
Award to Mr. Eliot V. Parker, Chief of the Army's Safety 
Branch, Personnel and Administration Division. Mr. Parker 
developed the worldwide Army safety program which affected 
great savings in money, man power and equipment and gave 
the Army a single unified attack against wasteful and unneces- 
sary accidental suffering and loss. 
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DR. SENSENICH’S LETTER TO YOUNG 
DOCTORS 


More than 200 interns and residents now in training in various 
hospitals throughout the country have signified their interest 
in receiving a commission in the Naval Medical Corps Reserve. 
This interest is the result, the Navy’s Bureau of Medicine and 
Surgery states, of a letter sent to all doctors under the age 
of 26 by the American Medical Association and signed by «ts 
President, Dr. Roscoe L. Sensenich. In the main, the letter 
offered information relative to a reserve commission in one of 
the medical departments of the armed services and advice to 
the young doctor in making a decision and a choice. 

“The acceptance of a reserve commission,” wrote Dr. Sen- 
senich, “is evidence of willingness to serve and may be presented 
to the local board in support of your request for occupational 
deferment until the completion of your current year of intern- 
ship or residency. Should you volunteer prior to being called 
for induction, you may make arrangements with tke military 
services to postpone your active duty for a similar period.” 


MEETING OF MEDICAL CONSULTANTS 


The joint meeting of the honorary and reserve consultants 
to the Navy’s Bureau of Medicine and Surgery January 28-29 
at the Naval Medical Center, Bethesda, Md., will bring to 
Washington many of the nation’s outstanding doctors. During 
the two day meeting, the honorary consultants will assist in 
formulating future policies for the Medical Department of the 
Navy, and the reserve consultants will advise and evaluate 
the present graduate medical training program as well as the 
present status of the Medical Corps Reserve. The honorary 
consultants, appointed by the Secretary of the Navy, act as an 
advisory board to the Surgeon General. The reserve con- 
sultants, appointed by the Surgeon General, many of whom are 
former Naval reserve officers, represent the specialties of the 
various American specialty boards and assist the Navy in 
establishing and maintaining a program which will provide 
training that meets the standards of these boards. 


GOVERNMENT SERVICES 
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FIRST ACTIVE DUTY 


The following lieutenants (jg) in the medical corps reserve 
have been nominated for their first active duty to courses of 
instruction under the graduate medical training program, on 
completion of which they will serve on active duty: Frank M. 
Bryan, Fort Myers, Fla., to a residency in internal medicine at 
Bellevue Hospital, New York; John H. Heald, Billings, Mont., 
to a residency in radiology at Stanford University Hospital, 
San Francisco; Edward D. Loweecey, Pittsburgh, to a resi- 
dency in internal medicine at the Naval Hospital, Philadelphia ; 
Edward L. Mahon Jr., Kerrville, Texas, to a residency in 
surgery at the Naval Hospital, Bethesda, Md.; Francis P. 
Nash, East St. Louis, IIL, to a residency in surgery at St. John’s 
Hospital, St. Louis; Charles O. Parker Jr., Waycross, Ga., to 
a residency in ophthalmology at the Naval Hospital, Bethesda, 
Md., and Robert H. Thompson, Dublin, Ga., to instruction in 
aviation medicine at the Naval School of Aviation Medicine 
and Research, Pensacola, Fla. 

Lieutenants (jg) Donald H. McLean, New York, and Thayer 
A. Smith Jr., Short Hills, N. J., have been nominated for their 
first active duty in the medical corps reserve at the Naval Hos- 
pital of San Diego, Calif. and the Naval Shipyard, San 
Francisco, respectively. 


SAFETY CONFERENCE 


The Navy held a regional safety conference at the Air Sta- 
tion, Jacksonville, Fla., January 11-13, at which the Bureau 
of Medicine and Surgery was represented, among others, by 
Captain H. K. Sessions of the Division of Preventive Medicine. 
At the dinner following the meeting, Captain Camille M. Shaar, 
M.C., commandant of the Naval Hospital, Jacksonville, gave 
the principal address. 


PERSONALS 


The following reserve medical officers have been nominated 
for their first active duty: Lieutenants Haydon R. Duffy of 
Milwaukee to the Naval Hospital, Bremerton, Wash., and 
Robert J. Foley of Blair, Neb., to the Naval Hospital, Corpus 
Christi, Texas. 





PUBLIC HEALTH SERVICE 


DR. SZENT-GYORGYI A SPECIAL 
RESEARCH FELLOW 


The U. S. Public Health Service announces that Dr. Albert 
Szent-Gyérgyi, winner of the 1937 Nobel prize for his isolation 
of vitamin C, and professor of biochemistry at the University 
of Budapest, is now working as a special research fellow at the 
National Institutes of Health, Bethesda, Md. He is conducting 
studies on muscle, the problem being the understanding of the 
contractile matter itself and then understanding the muscle cell 
a awhole. Dr. Szent-Gyérgyi, who was born in Budapest in 
1893, reteived his medical degree from the University of Buda- 
pest and a Ph.D. from Cambridge University, England. While 
serving as professor of medical chemistry at the University of 
Szeged in Hungary, he made discoveries resulting in the isola- 
ton and identification of vitamin C and did fundamental work 
on biologic oxidation. He came to the United States in 
y 1948, after being awarded the special research fellow- 

Ip. e 


STUDY OF THE DONORA DISASTER 


A comprehensive study of air pollution began January 10 at 
nora, Pa., scene of a smog disaster where 20 persons recently 
died, the Surgeon General announced. Before a full scale 
Study could be started, it was necessary to send a task force 
mto the area to make preliminary observations and decide on 
@ course of action. The task force study has been completed. 


The larger study will take in the entire Donora-Webster area 
in the Monongahela Valley. The study group will include 2 
or more physicians, 4 nurses, a dentist, a medical technician, 
6 engineers and 2 statisticians, all specialists in industrial 
hygiene. 

The investigation is being made at the request of, and in 
cooperation with, the Pennsylvania State Department of Health, 
the Borough Council of Donora and the United Steelworkers, 
Cc. I. O. Public Health nurses will make a house to house 
canvass of Donora and nearby areas to obtain information 
from persons affected by the smog, and this will be followed 
by detailed medical and dental examinations. Air samplings 
taken throughout the area with equipment for detection of 
metallic and gaseous contaminants will be sent to Washington 
for further analysis in Public Health service laboratories. The 
group will conduct statistical studies of sickness and mortality 
records of the community to determine health trends and 
relative importance of specific causes of death. These data 
will be correlated with the clinical and environmental findings. 
The personnel will survey sanitation, housing and other related 
conditions which may have a bearing on health. Meteorologic 
observations will be made in cooperation with the United States 
Weather Bureau, and aerial photographs of the Monongahela 
Valley will be taken by the Coast Guard. 

Dr. James G. Townsend, Chief of the Division of Industrial 
Hygiene, who organized the study, said that several months’ 
work would be necessary to reach definite conclusions. 
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MEETING ON FUNGUS ANTIGEN TESTS 

The Division of Tuberculosis of the Public Health Service 
invites all physicians and other investigators interested in con- 
ducting skin test programs to attend a conference February 2-3 
in Room 3523, Federal Security Building, Washington 25, D. C., 
on procedures for conducting fungus antigen tests to comple- 
ment tuberculin tests. The meeting will seek to arrive at an 
understanding of definitions, interpretations and methods of 
recording results of the fungus antigen tests. The agenda include 
the following: selection of tuberculin and fungus antigens in 
appropriate doses, interpreting and recording reactions, inter- 
preting roentgenograms and recording findings, designation of 
“residence” and permanent record forms. 


FEDERAL AID FOR CANCER INSTRUCTION 


National Cancer Institute grants of $810,956 for cancer con- 
trol projects and for cancer teaching in medical and dental 
schools were announced December 22 by the Federal Security 
\dministrator. The grants which were approved by the Sur- 
geon General of the U. S. Public Health Service had been 
recommended by the National ‘Advisory Cancer Council, a 


group of cancer experts not connected with the government, who 
met in San Francisco to review the applications for grants, 
Eleven grants for cancer control, totaling $202,417, went to non- 
federal institutions and agencies to support studies of cancer 
diagnostic tests, occupational cancer, tumor pathology, cancer 
teaching methods and other special control projects. Grants to 
continue cancer teaching of undergraduates went to twenty-three 
medical schools and nine dental schools and totaled $608,538, 


PILOT CANCER DETECTION CENTER 


The pilot cancer detection center at Hot Springs, Ark., which 
is operated in conjunction with the Public Health Service Rapid 
Treatment Center for Venereal Disease, completed its first year 
of operation Nov. 13, 1948. During the first eight months of 
work of the center, 2 per cent of the 19,897 women patients 
with venereal disease who were examined had cancer, a rate 
uncovered slightly higher than average. The director of the 
cancer detection center at Hot Springs is Dr. Walter E. Doyle, 
who has bgen part time cancer control consultant for the Public 
Health Service. Dr. Doyle will also supervise the Arkansas 
project on cancer diagnostic tests. 


MISCELLANEOUS 


OAK RIDGE INSTITUTE OF NUCLEAR 
STUDIES 


Scientists from many of the laboratories operated by the 
government began the new year in Oak Ridge, Tenn., learning 
how to use radioisotopes in research. They and other research 
workers, including two from foreign countries, make a class 
of thirty-two members who are taking the one month course 
in technics, the fifth of the series of cources offered by the 
Oak Ridge Institute of Nuclear Studies to train scientists in 
this new and important research tool. The institute, which is 
comprised of nineteen Southern universities, conducts a broad 
program of research through a contract with the Atomic Energy 
Commission. Priority for attendance at this particular course 
was given to representatives of government laboratories, as 
they are engaged in research work of great potential value to 
the country through a clear understanding of the cause and 
treatment of diseases, better crops, better use of natural 
resources and strengthening of the armed forces. Oak Ridge is 
the center of radioisotope production and training in the United 
States from which more than 4,600 shipments of radioisotopes 
have been made since August 1946, and where scientists from 


more than one hundred research organizations throughout the 
country have attended training courses offered by the Institute 
of Nuclear Studies. 


PHARMACOLOGISTS WANTED 


The U. S. Civil Service Commission is accepting applications 
for pharmacologist positions which pay salaries ranging from 
$3,727 to $10,305 a year. The majority of the positions to be 
filled are in the Food and Drug Administration and the 
National Institutes of Health in Washington, D. C., and vicinity. 
To qualify, applicants must have had appropriate college study 
or a combination of such study and experience. In addition, 
they must have had from one to three years of professional 
experience in the fields of biochemistry, animal physiology, 
pharmacology or toxicology. Appropriate graduate study may 
be substituted for professional experience up to a maximum of 
two years of experience. No written test is required. Appli- 
cations will be accepted in the U. S. Civil Service Commission, 
Washington 25, D. C., until further notice. Application forms 
may be secured at most first and second class post offices, from 
Civil Service regional offices or direct from the Commission's 
Washington office. 





PHYSICIANS SEPARATED FROM SERVICE 
ARMY MEDICAL CORPS OFFICERS RECOMMENDED FOR/OR RELIEVED FROM ACTIVE DUTY 


Alabama 
Tuskegee 
sirmingham 
Williams, Thomas H............ Newton 


Bennett, James H 
Borgnino, Frank C 


California 


Colorado 


Bograd, Nathan cecccce ce DRT 
Watkins, Frederick W.........-Denver 


Arkansas 
Baker, James R..........Searcy County 
Bell, William K Benton 
transon, Cecil R Blytheville 
Davis, Malcolm W El Dorado 
Fergeson, James O Danville 
Hutton, Samerill B. Jr Fort Smith 
SOUWEN, DHE Biv cccctecccven Smackover 
Rhinehart, William J] Little Rock 
Sloan, Clay A Jonesboro 
Tommey, Charles E....... Murfreesboro 
. YY een Hector 


Arizona 


Congdon, Charles C 
Fee, Wesley S 


.. Tucson 
Tucson 


PE, MR isnccceesses Los Angeles 
Curtis, George W.......... Long Beach 
MEE. Ma icscccaceaes Los Angeles 
Fox, Jean DeW Glendale 
Ree, GOOD Bons cccccces Los Angeles 
/ gD er Los Angeles 
Leary, Clarence M. Jr Vallejo 
Lee, Leslie Y San Jose 
Nelson, Roger T........... Los Angeles 
Owen, Lincoln L........... Los Angeles 
Pihl, Kai H Los Angeles 
Polk, Seigul J San Francisco 
Powsner, Leonard G Venice 
Reilly, Emmett B Alhambra 
Roberson, Beverly B San Marino 
Robinson, Marsh E........ Santa Monica 
Rohn, James G sation og ae 
Shelton, William R.........Los Angeles 
White, Sidney G...........Los Angeles 


Connecticut 


Ballien, Theodore A West Hartford 
Brown, Richard J . Milford 
Callahan, James L 

Cavaliere, Vincent J 

DuVivier, Edward K 

Gagliardi, Raymond A...... New Haven 
Johnson, Carl W ....Bolton 
Kristan, Joseph J 

McDonnell, Robert R.......New Haven 
Miller, Spencer K....cece0+..-Strationd 


District of Columbia 
Cox, Philip A..........++--Washington 
Feek, Joseph D..........++-Washington 
Harrison, Lloyd B. Jr......» Washington 
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Numser 4 
Florida 
Campbell, Roy E............ Lake City 
Wolkowsky, Melvin........ Miami Beach 
Georgia 
Avery, William G............. Lagrange 
Barnes, Thomas G. IT..........0- Macon 
lee, DOME. <sosccucecsesen Quitman 
Buckwald, Albert I..... Stone Mountain 
Clayton, Malcolm D. Jr......... Augusta 
SS 3 Seer Macon 
tev, CMPPEE S. Be .ccccrvcne Atlanta 
Graham, Frank B. III.......... Decatur 
DES ME Ses ickccsncenven Atlanta 
Meh, MIGGG Bhavcsccccceces Gainsville 
Idaho 
Frost, Maurice J......... Coeur D’ Alene 
Paddison, Richard M......... Deerlodge 
Illinois 
Anderson, Richard L........... Chicago 
Beker, LesteP..cccsccccsccccces Chicago 
SE) Serre Ottawa 
Barickinan, Robert I. Jr........Streator 
Bederman, Stuart S............2. Chicago 
TX a ee err er Cypress 
Bruggers, Laurence............ St. Anne 
Pets, Valemtine® Pocsccsciccccess Chicago 
Faulkner, James W...........002; Joliet 
Goldberg, Arthur M............ Chicago 
Greco, !ouis R. Jr.............Maywood 
ee, We Badwes kctwkicoun Chicago 
ety, MEG Bhscs ctcesawnnon Chicago 
Kirchhoff, Clyde A....... Franklin Park 
Knudson, Richard A........... Evanston 
ge ee Chicago 
eT SS aaaren: Chicago 
ee, FANE Bcbsssccscessus Chicago 
Meet, KU: Tiss own ceneudes Wheaton 
Th aa Chicago 
Pollock, George H............. Chicago 
Reed, Quentin H..........Murphysboro 
RS ee Chicago 
ty, CE Ben ccccsaccocepe Cowden 
Ph, RM Sc ccas cscnweent Joliet 
Indiana 
Banker, Harry W.............. Portland 
Clevinger, William G....Speedway City 
Coleman, Joseph E.......... Indianapolis 
Collingnon, Urban J.......... Richmond 
Cook, Norman R........... Indianapolis 
Johnson, William G........... Fairmont 
Ne ere Kokomo 
Laupus, William E............ Seymour 
Littell, Joseph J............- Indianapolis 
Miller, William J........... Fort Wayne 
Te * e Seeeraee ae: Knox 
Plank, Charles R............ Logansport 
Robertson, Raymond E...... Indianapolis 
Robertson, William C....... Fort Wayne 
Schroeder, Henry. R. Jr..... Washington 
Smith, Rogers J............. Indianapolis 
Strattgos, Joseph S........... So. Bend 
Iowa 
Bradshaw, John W.......... Iowa City 
Feldick, Harley G........ Buffalo Center 
SD, BOM Binncvecacuébes veal Albia 
| IN RREBRRRERP ERR get: Rowan 
Hungerford, Louis N. Jr.......Marengo 
Vaubel, Rex O.........ccceceees Dysart 
; Kansas 
Outant, William R..............0+- lola 
Cuteliff, Daniel | ar Harington’ 
Kentucky 
Baker, Stie Mecsiswavdwns a Hopkinsville 
s, William SR Shelbyville 
i n, William G. Jr...S. Ft. Mitchell 
agan, William H............ Louisville 
nadding, Robert S........ St. Matthews 


Somerville, John W........... Frankfort 


PHYSICIANS SEPARATED FROM 


Maine 
SG, DN Win écinecnsnctse Yarmouth 
Maryland 
Brendle, William K........... Baltimore 
SF ears Baltimore 
Macht, Martin B.............. Baltimore 
Nichols, Firmadge K.......... Baltimore 
Massachusetts 
PS rere Weston 
Broughton, David S.............-. Boston 
Carroll, George J.........../ Ashburnham 
Dealy, James B. Jr........ West Newton 
Dumper, Evnest A. Je...c.csceses Barre 
Gryboski, Joseph S........... Dorchester 
PEONWONE, TORO VY oc ccsccccccccss Holyoke 
Herrick, Stanley E. Jr....../ Auburndale 
Hinckley, Harry F. Jr......... Roxbury 
Kaknes, George B............... Lowell 
Kilroy, Edward F..........0< Brookline 
McLaughlin, John C.......... Brookline 
Moench, John C.......... West Newton’ 
Op eee Harwich 
Stiff, Donald W. S......... W. Medford 
, ge Sears Mattapan 
Michigan 
Altshuler, Samuel S...Grosse Pointe Pk. 
Sere reese Detroit 
Billingslea, Thomas H...... East Detroit 
Bloomer, William E........... Dearborn 
Chandler, Robert............000- Detroit 
Chandler, Edward M.......... Charlotte 
Dean, Carleton R............ E. Lansing 
Dickinson, David G............00d Adrian 
Donaldson, David D........... Dearborn 
Drake, Gerald A............. E. Lansing 
Duwe, Frank A............. Hazel Park 
Firestone, Robert I............ Dowagiac 
Hebel, Lawrence G........... Royal Oak 
Howick, John R....... .. Grand Rapids 
Kabza, Theodore G....... Grand Rapids 
Kanar, Edmund A.......... Hamtramck 
Peterson, Robert C........... Ludington 
Se aa Detroit 
SE Dc cce cc navicenavens Detroit 
SHOE, PEMD Bos cccccccense Laingsburg 
WEE, Eines een skcanscawss Detroit 
\, FF _ Detroit 
Minnesota 
Benson, Lyle M......cccccccsces Canby 
Fuller, Benjamin F............. St. Paul 
Juergens, Manley F....... North Branch 
Kelley, Vincent C........... Minneapolis 
Krystosek, Lee A.......... Holdingford 
Lyons, John Cecil........... Minneapolis 
Moersch, Robert U............ Rochester 
Schmidt, Richard H............ St. Paul 
Schneckloth, Roland E....... Minneapolis 
Sprafka, Joseph L............. St. Paul 
Wright, Thomas D.......... Minneapolis 
Mississippi 
BS Wea ben hi cccacudcades Ecru 
Crawford, Oral B. Jr......... Columbia 
Missouri 
oe) Sees St. Louis 
Bussmann, Donald W.........St. Louis 
Carter, William W.............. Clayton 
oe GS ea St. Louis 
*Cramblet, Denny H...Richmond Heights 
Drowns, Bruce V........... St. Joseph 
Hewitt, Archie L............ Maplewood 
Jacobs, Charles C. Jr.......... St. Louis 
Norman, Haskell F............ St. Louis 
Thomas, Merle D............. Memphis 





SERVICE 


Montana 
Conte, Mitten Bi... .cecsvcccce ....Helena 
co” ee Alberton 
Nebraska 
Anderson, Harlan B........... Fullerton 
Beceem, Creme G. 0. cccascvess Lincoln 
Pee, DEO We, JE i scccscwcses Omaha 
McGrath, James R......... Grand Island 
RE, EN Wisc ccascancepounaed Omaha 
WOU, PONE Duis cvvecuecenn Omaha 
New Hampshire 
Ames, Adelbert III............ Hanover 
Brock, Warren H........... Manchester 
New Jersey 
Budnicki, Xavier B........ Perth Amboy 
Gandek, Charles.........New Brunswick 
| * OS re re Clifton 
Formac, MEVIG....ccccccecces Irvington 


New Mexico 


Damey, TEOTRE Ais ccccccness Santa Fe 
New York 
Arony, Alexander J......... Great Neck 
Barnett, Howard R............ Lockport 
Barry, Raymond S........ Niagara Falls 
Benitez, Roberto E............ Brooklyn 
Berkowitz, Joseph J.......... New York 
Boardman, Willard H........... Dundee 
Bradner, Morris R. Jr........ Warwick 
Brunse, Anthony J......... Ozone Park 
Brzustowicz, Richard J........ Brooklyn 
CE TE Bice scccaveses Staten Island 
Carter, William B............New York 
Catalano, Thomas C........... Brooklyn 
Cheney, Joseph C............. Brooklyn 
CNG oa kok wa dink dnien Rapin New York 
Coot Cask WI i csadcccssss Courtland 
Colbert, James W. Jr......... Larchmont 
eS eee ree Brooklyn 
Davidson, Donald R. II........ Hancock 
Doust, William C............. Marcellus 
Drago, Rosario P............ New York 
Posen, tome BF. bb. 6. cccccces Buffalo 
Fenh, EROVGE 3. Elks sicccnces Brooklands 
Feigenheimer, Erwin........... Brooklyn 
Paner, POOR Tin. .ccccvevces Rosendale 
Goldfarb, Norman............. Brooklyn 
Jacobson, Hilton R............. Falconer 
Jacobus, Theodore I. Jr....... New York 
i OG ee New York 
ee | er Brooklyn 
Kirschenfeld, Seymour........ New York 
[i PE Mavctentesenese Brooklyn 
Lipphard, Dickinson............ Yonkers 
Manganelli, John A............... Utica 
eer ere Syracuse 
Murdock, Alfred W. Jr........ Brooklyn 
Nilsson, John M............. New York 
SS 2 Sears Rochester 
Se rere New York 
LD eee New York 
Schonbrun, Alan B............ Brooklyn 
Schroeder, Conrad T. H.......... Delhi 
Shaheen, David J............ Sherburne 
Sestem, Goorme A... ...ccceccees Syracuse 


Voorhess, William D. Jr..Queens Village 


North Carolina 


Avera, John W. Jr...... Winston-Salem 
Broome, Robert A. Jr..... Rocky Mount 
Caldwell, Eston R........... Waynesville 
Jennings, Royal G. Jr....... Thomasviile 
Spencer, Frederick B. Jr...... Salisbury 
North Dakota 
Boyum, Lowell E............... Harvey 
Craychee, Walter A............. Madan 
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North Dakota—Continued 


Kaess, Kenneth R.......ccccccccs Fargo 
See, CANOE Bove ccacccsenencs Fargo 
Ohio 
Me Mens Be occas ccwens Cincinnati 
Beam, William C...........] fo. Canton 
Bleakney, Rex M........ ....Columbus 


Fairview Village 
..Columbus 


Boldizar, Albert G.... 
Boles, Ewing T. II... 


a. et ery Canton 
Bosch, Ralph O....... .. Cincinnati 
Bowman, James A. Jr. ....Cleveland 


Brant, Earl E........ .. Youngstown 
Burkhart, William E...........Columbus 
Catm Georee FB occccuces .E. Liverpool 
Coe, DOMES Bis cesaciececnus Maumee 
Christie, JOUNGS: Bhsscccccssces Cleveland 
Ce SO WE ccccicwne West Liberty 
Davis, Hamilton S.....Shaker Heights 
err Niles 
Serre .. «+, Wooster 
Drake, Hemry Pe Jie vcccucscss Marion 
Dundon, Arthur F. Sr..........: Alliance 
es CHD BE. Plc cc cectescnaen Toledo 
ah Ser ..Columbus 
Finegan, Theodore E...North Ridgeville 


Frankel, Alan L......Cleveland Heights 
Geist, Robert M. Jr.. ...Columbus 
Gilfoy, Francis E. ........... Brecksville 
Glazer, Norman M.... ...+-Cleveland 
Glendenning, Paul....Cleveland Heights 
Glenn, Jack M................Cincinnati 
Golder, SYIVOGR Piscccccccsccne Cincinnati 


peas Cleveland 
....Woodville 


Goulding, Robert L.. 
Greever, Donald L... 


Greicius, Frank A..... onweticl Cleveland 
Gross, William V. Jr..Cleveland Heights 
SO, POO Tis ca ccccsceceasas Toledo 


Hanahan, Paul W..... .. Struthers 
Hoprich, Harold F...... ....Columbus 
Horrigan, Daniel L......... ....Dayton 


Hranilovich, George T...........4 Akron 
Hugenberg, William C........Norwood 
| 6 ee Columbus 
Hutchison, John W........... Columbus 
SE DOUG Tinccsens cccuanen Cleveland 


Keller, Robert A............. Cleveland 
Kiener, Joseph D.... New Lexington 
Kligerman, Morton M........ Cincinnati 


Klippel, Charles H. Jr...........Toledo 


Pe Seal Diwecscaaceusccuanl Akron 
LaManna, John R.......... Youngstown 
Leighninger, David S..... ...-Cleveland 
Levy, Matthew N...........6. Cleveland 
Lecmette, Albert A.....s.ccccuss Masury 
McCord, Malcolm C............ Glendale 
McLaughlin, John J........... Cleveland 
DERCHEY, BEMOOR Joccccvcccenss Cleveland 
Miller, William F............Springfield 
Ot, DD Wcewesscacencudun Lorain 
Reineck, Robert M.............Norwalk 
Reinert, Raymond E............. sexley 
Renner, Wilbur W. O......... Columbus 
Schoenrock, Kenneth F...........Toledo 
Scholz, Donald A...............Medina 
Schurgast, Anselm W......... Cincinnati 
Schribner, Robert B........... Conneaut 
Steinberg, Raymond M.......... Toledo 
Stevenson, William F........ Brookfield 
ee eee Hamilton 
Stockdale, Wayne H....... Duncan Falls 
Se, TREE Ns cccccersetemuian Canton 
Stone, Richard L..............Cincinnati 
Toomey, Charles H........... Lakewood 
Verbryke, James E......... Westchester 
oo 4 ea Elyria 
Oklahoma 
Brown, Spencer H......... Fort Gibson 
Casey, Robert E......... Oklahoma City 


ee, Teeest Ee. Fs ksaceteceeeen Tulsa 





Oklahoma—Continued 
Hindman, William M.............. Tulsa 
Rahhal, George M............ Wetumka 
Tatlow, Byron W. Jr..... Oklahoma City 

Oregon 
Barrick, Claude W. Jr........ Tillamook 
Endicott, William R. Jr........ Portland 
ND, PUNO: Bic iceccccacacec Helix 
Thompson, William W......... Portland 
Pennsylvania 
ce a a Reading 
TE Eso. nde cas cums Tamaqua 
Berley, Benjamin S............. Kingston 
Biggane, Charles F. Jr....... Philadelphia 
Bishop, Charles J.......... Hop Bottom 
Brignola, Michael P........ Philadelphia 
a ee ae Franklin 
OU, TONGUES Misivcsccacdcans Danville 
eh, SINE Basvcssiwnscaiian Lloydell 
a ee Pittsburgh 
Camarata, Samuel J.......... Pittsburgh 
Campana, Joseph F........ Williamsport 
Ce, PU Leccacsiwcen Philadelphia 
a SS, eer er Childs 
CE, WHE Diakenscscusn Philadelphia 
a 8) ae Pittsburgh 
"eee Valley View 
Cubler, Edward W......... Philadelphia 
COOLS, DOOD Bosc cevccsves Philadelphia 
Dobosh, George A............ Bethlehem 
Dunlap, Robert W.......... Washington 
Finestone, Albert J......... Philadelphia 
Frank, Ludwig M.......... Philadelphia 
Frank, William H............ Johnstown 
PR, SOU I icc coenseuncaiu Pittsburgh 
Ce, TOONS Dic cecvcxtenans Yeadon 
Garver, Kenneth Leon........ Pittsburgh 
CO, TRE. Pivcncnnicsiacs Yeadon 
ae BE Philipsburg 
"3 & Seer West View 
Rooem, Feerees BR. Je... cs cscs Jenkintown 
Iannucci, Christopher A..... Philadelphia 
PO | err Ellwood City 
Kline, George L. Jr.......... Greensburg 
RE, TON WE so ecéxccaseenasan Warren 
Mandarino, Michael P...... Philadelphia 
BO, POE ees kc aceccncce Bethlehem 
McCandless, James B........ Pittsburgh 
McKinley, Arthur R.......... Brookville 
Massey, Franklin C......... Philadelphia 
Mebane, Tom S........... Wilkes-Barre 
Morgan, Winfield S. III...... Plymouth 
_ Se Scranton 
O’Connor, Margaret C............ Jessup 
O'Doherty, Desmond S...... Philadelphia 
a © UR Aree 
Peterson, Clifford C........ Philadelphia 
Pieter, Robert T.... 0060. Philadelphia 
Pickering, Harold C........ Philadelphia 
a errs Pittsburgh 
Sayers, Kenneth H.............. Petrolia 
Siegel, Seymour ........... Philadelphia 
Smith, Kenneth A. ...........Nanticoke 
Stewart, Harold W.......... Huntingdon 
Thompson, Harry J......... Kittanning 
SapGom, Themes J occcccccccccs Peckville 
South Carolina 
Anderson, James L. Jr........ Greenville 
a | eer Leesville 
Brownlee, Robert C. Jr....... Due West 
Langford, Herbert G.......... Columbia 
Miller, Eustace P. Jr.......... Columbia 
Nicholson, George B........... Edgefield 
Pollitzer, Richard S........... Greenville 


Sosnowski, John R......... 





South Dakota 


Alien, Robert. W .....cccacsces Keystone 
eS eer ee Yankton 
Tennessee 
Anderson, Edwin B......... Chattanooga 
Ce lf ee Knoxville 
Care, Dome J. Je... cccscccs Memphis 
DeLozier, Alton O. Jr........ Sevierville 
Demos, Robert G........... Chattanooga 
Sy 2S Seer} Crossville 
RE rrr er ee Memphis 
Taylor, Viston Jr.............Nashville 
Texas 
bvidwes, Wiltam Hi... ...ccccss Houston 
i... SS) arr Dallas 
COE, BOE "Werssovonsteacce Terrell 
Ce OT), eae Dallas 
Dickens, William R........... Greenville 
Dryden, Charles B. Jr......Stephenville 
Fischer, Newton D......... San Antonio 
Gottlieb, Manfred F............ La Ferio 
Hejtmancik, James H........... Giddings 
eS a ree Dallas 
meemenG, Fae WW os ciiusiies<s: Sherman 
Utah 
Harline, Wesley G.......Salt Lake City 
Luce, Cyril M. Jr........Salt Lake City 
Vermont 
* eg See eee Burlington 
eT eS ee ae Burlington 
Pease, Clifford A. Jr........ Burlington 
Virginia 
Mart, Mewett Boccccuccusiass Winchester 
Gallagher, Martin E. Jr......... Norfolk 
Herrell, Jesse L. Jr........... Manassas 
McManus, James W. Jr...... Covington 
Nelson, William R........ Charlottesville 
Washington 
Davis, Stanley K.......... Port Orchard 
Lamberton, Harold W....... College PI. 
Mikkelsen, William P........... Renton 
Peterson, Richard E............. Seattle 
Bo  F—g SRE Wenatchee 
Schaeffer, Robert H.............Seattle 
West Virgiuia 
Chpniier, Citem By ccscseccccs laegar 
ee ere ee Fairmont 
Wisconsin 
Bennett, John C..........--+- Burlington 
Fleming, Neal E...........++++- Wausau 
Halberg, Avery C.........-+- La Crosse 
Jensen, James S............-- Sheboygan 
Ramee, SOD Bop ccccccvesst Park Falls 
MeNeel, Laied.......ccccccsses Madison 
Malloy, Thomas G.........-- Milwaukee 
Nause, Frederick P...........Sheboygan 
Quandt, Valerius V........-- Watertown 
Settlage, Calvin F...........- Waukesha 
Williams, George E..........- Lancaster 
Witte, Keith B...............-Madison 
Puerto Rico 
Snyder, Lawrence J.........+++ Santurce 
Canal Zone 
Conason, Arnold.........-+++++++* Ancon 
Hawaii 
Char, Walter F. S...... .++-+-Honolulu 

England i 
McCallister, Philip C..... eeeees DOrquay 
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Numser 4 


Medical News 





(Physicians will confer a favor by sending for this department 
items of news of general interest: such as relate to society activi- 
ties, new hospitals, education and public health. Programs 
should be received at least two weeks before the date of meeting.) 


CALIFORNIA 


Los Angeles Research Foundation.—The Los Angeles 
County Medical Association Research Foundation was estab- 
lished January 19 as a nonprofit, charitable corporation organized 
“to foster studies on the cause, cure and prevention of disease, 
to gather and to administer funds for these purposes, to dis- 
seminate information and report to the public on problems of and 
progress in the conquest of disease.” Its membership includes 
practically every person in the locality who is engaged in lab- 
oratory research in medical and allied fields. The professional 
members elect the board of directors, 80 per cent of whom must 
be members of the county medical association. Gifts of money 
have been offered to the association from time to time in the 
past to be used for medical research, but heretofore these could 
not be accepted since no mechanism existed by which they could 
be administered. 

Professional Conduct Committee.—During the year 1948 
the Professional Conduct Committee of the San Francisco County 
Medica! Society considered 67 cases involving fee disputes (29), 
malpractice suits (16), questions on advertising (6), matters of 


unethical conduct (12), complaints against hospitals (2), com- 
plaints against undertaking firms (1) and one special investiga- 
tion. in consideration of a membership of over 1,400, the com- 


mittee ‘cels that 67 such cases in a year was a small number. 
Most of the complaints received could have been avoided, the 
report said, by (1) amiable and frank relations with the patient, 
plus a willingness to sit down and discuss the issue at hand, and 
(2) knowledge of the Principles of Professional Conduct as set 
forth in the Constitution and By-Laws of the San Francisco 
County Medical Society, copies of which are available to all 
members of the society, on request. 


CONNECTICUT 


Yale Clinic to Assist Industry.—The Yale Plan Clinic 
began early in January a new consultant service to assist indus- 
try evaluate losses resulting from alcoholism. It will assist in 
determining the extent of alcoholism within the company and 
will advise on existing problems of discipline, termination of 
employment, insurance and pension payments, labor-management 
relations and health services. The clinic will also recommend 
alternative possibilities for treatment of alcoholic addicts who 
show good indications of rehabilitation and will provide educa- 
tional information. As evidence of the seriousness of the prob- 
lem to industry, clinic officials pointed out that more than 50 
per cent of the first 1,000 patients coming to the clinic were 
employed in industry. All branches of the Yale Plan Clinic, 
together with the National Committee for Education on Alco- 
holism, will participate in the new consultant service. Dr. 
George Lolli, medical director, and Raymond McCarthy, execu- 
tive director of the Yale Plan Clinic, will be in charge of con- 
sultation, training and the rehabilitation services. 


DISTRICT OF COLUMBIA 


Director of Group Hospitalization Retires.——Mr. E. J. 
Henryson retired in December as the first director of Group 
Hospitalization, Inc., a voluntary prepayment plan which serves 
the Washington area. He had held this position since 1934. 
One of his last major contributions to the voluntary prepayment 
movement was the counsel and assistance he provided when 
members of the medical profession established Medical Service 
of the District of Columbia as a medium through which they 
could offer the public their plan for voluntary prepayment of 
— care, The physicians’ plan, which was first offered last 

pril, is administered by Group Hospitalization, Inc. 


ILLINOIS 


Roentgen Survey in Evanston.—Mofe than 24,000 persons 
Were given roentgen examinations in a recently completed survey 
the vanston, conducted jointly by the city’s health department, 

Tuberculosis Institute of Chicago and Cook County and the 

$s State Department of Public Health. Three hundred and 
three cases of tuberculosis or suspect cases were found. 
given roentgen examinations in the thirty-nine day pro- 

gram, 14.935 were women, among whom were found 394 cases 
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of chest disorders other than tuberculosis and 759 cases indi- 
cating heart disease. About 29 per cent of persons given 
roentgen examinations were nonresidents and 96.6 per cent of 
persons who took part in the project were adults. 


Chicago 

Hektoen Institute.—At the annual meeting of the Hektoen 
Institute for Medical Research of Cook County Hospital, the 
following persons were appointed as research associates on the 
staff: Drs. Ernst Loeffler, Bruno W. Volk, Fenton Schaffner, 
Joseph Silverstein and Jerome M. Swarts, all of Chicago. 

Personals.—Dr. Arno B. Luckhardt, William Beaumont dis- 
tinguished service professor of physiology at the University of 
Chicago, was elected 1947 Man of the Year by Phi Beta Pi, 
professional medical fraternity. The fraternity many years 
ago established the Arno B. Luckhardt lecture-——Dr. Hugh 
McCulloch, St. Louis, has been appointed medical director 
of the Council on Rheumatic Fever of the Chicago Heart Asso- 
ciation and medical director of LaRabida Jackson Park Sani- 
tarium. 

Research Fellowships Awarded.— The University of Illinois 
Graduate College is offering ten one-year research fellowships 
in medicine, dentistry and pharmacy. Each carries a stipend of 
$1,800 a year for medical and dental graduates and $1,200 for 
pharmacy graduates with exemptions from tuition fees for all 
appointees. Registration in the graduate college for credit 
toward M.S. or Ph.D. degrees is required. Fellows are eligible 
for reappointment in competition with the new applicants. Can- 
didates should indicate the field of research in which they are 
interested and submit transcripts of their scholastic credits, 
together with the names of three former science teachers as 
references. Appointments will be announced about March 1. 
The fellowship year begins on July 1 or September 1. Applica- 
tion blanks may be secured from the Secretary of the Graduate 
Committee, 1853 W. Polk Street, Chicago 12. 


Special Society Meetings.—The Chicago Urological Society 
meeting January 27 at 8 p. m. in the Congress Hotel has invited 
the following speakers : 

Marie Lehner, Chicago, Massive Unilateral Congenital Cystic Kidney: 
Case Report. 

Geoffrey A. Fricker, Chicago, Hypernephroma with Solitary Metastases: 
Case Report. a 

Irwin T. Rieger, Chicago, Unusual Hematuria: Case Report. 

Harold L. Briskin, Hines, Clinical Notes on Perirenal Air Injections. 

Frederick J. Wahl, Chicago, Clear Cell Renal Carcinoma of Twenty- 

e Years’ Duration: Implication of Endocrine Relationship to Growth. 
At the meeting of the Chicago Society of Internal Medicine 
January 24 at the Drake Hotel at 8 p. m. Drs. Paul S. Rhoads, 
Floyd A. Svec and Joseph H. Rohr, all of Chicago, have been 
invited to speak on “Laboratory and Clinical Observations on 
the Use of the New Sulfonamide Gantrosan,” and Dr. Jerome 
R. Head, Chicago, on “Streptomycin in the Treatment of Pul- 
monary Tuberculosis.” Dinner will be served in advance of 


both meetings. 
INDIANA 


Medicine in the 81st Congress.—Dr. Joseph S. Lawrence, 
director of the Washington office of the American Medical Asso- 
ciation, will address the Conference of County Medical Society 
Officers in the Claypool Hotel, Indianapolis, January 30, 12: 30 
p. m. on “What Medicine May Expect from the 81st Congress.” 

Appoint Director of Child Guidance Clinic.—Dr. John H. 
Waterman, associate professor of psychiatry at Indiana Univer- 
sity School of Medicine, Bloomington-Indianapolis, is the 
director of the Child Guidance Clinic being established at the 
University Medical Center under the sponsorship of the Indian- 
apolis Junior League. It was to begin operation November 1, 
and will be available to the entire state on the same basis of 
administration as are other clinics devoted to child patients at 
the Medical Center. Dr. Waterman, a graduate of the University 
of Nebraska College of Medicine, Omaha, 1933, has been with 
the Houston (Tex.) Child Guidance Clinic on the faculty of the 
University of Texas and Baylor University, Houston. The 
League will contribute $15,000 annually to the support of the 


clinic. 
KANSAS 


Summary Course in Radiology.—A postgraduate course in 
radiology has been arranged for February 7-9 by the University 
of Kansas faculty in cooperation with the Kansas Medical Society 
and the Kansas State Board of Health as part of its program 
of postgraduate study. The course attempts to present a brief 
summary in the field of radiology in diagnosis and treatment. 
It is open to all doctors of medicine and surgery in Kansas and 
adjacent states. Among the instructors are Drs. James F. 
Brailsford, sing om England; John P. Caffey, New York; 
Edwin C. Ernst, Columbia, Mo.; David S. Dann, Kenneth C. 
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Holweg, William M. Kitchen, Ira H. Lockwood, Louis A. Scar- 
pellino, Arthur B. Smith and John W. Walker, all of Kansas 
City, Mo. A fee of $20 will be charged to all except interns and 
residents on identification by their hospital superintendents. 
Communications should be addressed to Extension Program in 
Medicine, University of Kansas Medical Center, Kansas City 3. 

Mid-Winter Clinical Conference.—The Sedgwick County 
Medical Society and the Veterans Administration Hospital ot 
Wichita are holding a Mid-Winter Clinical Conference Febru- 
ary 18-19. Among the speakers will be Drs. Oscar T. Clagett, 
Mayo Clinic, Rochester, Minn., and Paul S. Rhoads, professor 
of surgery, Northwestern University Medical School, Chicago. 
Local clinics will be held each day in anesthesiology, derma- 
tology, obstetrics and gynecology, orthopedics, pediatrics and 
radiology. Drs. Mahlon H. Delp, Kansas City, and Wayne C. 
Bartlett, Wichita, will hold clinics in medicine and surgery 
respectively on Friday. There will also be a symposium on 
“Duodenal Ulcer” by Drs. Thomas J. Rankin, Philip Cooper and 
James B. Fisher, all of Wichita. On Saturday a clinical 
pathologie conference by the local men will be held. 


LOUISIANA 


State Surgical Association.—On November 1] the Surgical 
\ssociation of Louisiana was formed to foster surgical knowl- 
edge, to aid surgical advances and to promote ethical standards 
among members. Dr. Urban Maes, New Orleans, presented 
a paper on “A Plea for Better Clinical Diagnosis in the Field 
of Medicine.” Officers elected were Drs. C. Grenes Cole, New 
Orleans, president, and Henry G. Butker, New Orleans, 
secretary. 

Psychiatrist to Give the Matas Lecture.—The annual 
Rudolph Matas Lecture will be given January 27 at 8 p. m. in 
the Hutchinson Auditorium, Tulane University of Louisiana 
School of Medicine, New Orleans, by Dr. William C. Menninger, 
clinical director of the Menninger Foundation in Topeka, Kan. 
His subject will be “Everyday Need for Psychiatry.” All mem- 
bers of the medical profession are invited. The Matas Lecture 
was named in honor of Dr. Rudolph Matas, professor emeritus 
of surgery at Tulane and renowned vascular surgeon. It is 
sponsored by the Beta Iota Chapter of Nu Sigma Nu. 


MINNESOTA 


Minnesota Health Days.—The Minnesota State Medical 
Association and the state department of health have conducted 
health days in every section of the state during 1948. Beginning 
last February people in all counties assembled to discuss health 
needs of their communities. Governor Youngdahl has addressed 
the evening meetings; morning group discussions studied health 
problems of local concern; health motion pictures were shown 
and local or county health councils have been organized. 


War Memorial Blood Bank.—The Minneapolis War Memo- 
rial Blood Bank began to serve the community as a central 
blood bank on December 1. It will replace the small blood 
banks that have operated independently of one another at most 
of the Minneapolis hospitals since 1940. The Hennepin County 
Medical Society has been attempting to work out a plan since 
1942. Part of the personnel of the bank will be full time 
employees; at least six of the medical technologists will be 
rotated from the various hospital laboratories in four to six 


week periods. 
NEW YORK 


University Appointments.—Dr. Merel H. Harmel, 
Philadelphia, has been appointed associate professor of anes- 
thesiology at Albany Medical College and attending anesthetist 
at Albany Hospital. He is a graduate of Johns Hopkins Medi- 
cal School, Baltimore, 1943. Dr. Charles M. Landmesser, a 
graduate of Cornell University School of Medicine, New 
York, 1942, has been appointed instructor in anesthesiology 
and assistant attending anesthetist at the hospital. 


Postgraduate Lectures.—Postgraduate lectures have been 
arranged by the Medical Society of the State of New York 
and the New York State Department of Health as follows: 
The Medical Board of James T. Mather Memorial Hospital 
will hear Dr. Charles A. R. Connor, New York, speak on 
“Rheumatic Fever” at the hospital in Port Jefferson, Febru- 
ary 24, 11:30 a. m. The Suffolk County Medical Society 
meeting at the Patchogue Hotel, Patchogue, Long Island, 
January 26 at 7 p. m., will hear Dr. Gaylord W. Graves, New 
York, speak on “Problems of Practice in the First Year of 
Life.” 


Rotation of Interns.—<A rotation plan whereby interns and 
resident physicians of large hospitals visit smaller hospitals 
within their region is proving beneficial, according to Dr. Paul 
Lembcke, associate director of the Council of Rochester 
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Regional Hospitals, The plan was set up two years ago as qa 
five year experiment through a Harkness Fund grant; In 
addition to the rotation plan, specific needs which the council 
found were: (1) a program of clinical conferences, (2) a full 
day session in postgraduate work for nurses, (3) regular notices 
of medical meetings throughout the territory sent to all physi- 
cians, (4) organization of hospital medical staffs and (5) a 
unified system of recording hospital services and professional 


activities. 
New York City 

Diphtheria at a Record Low Rate.—The City of New 
York Department of Health in its 1948 report listed a record 
low figure for diphtheria—153 cases and 6 deaths. No major 
outbreaks of communicable diseases occurred in the city dur- 
ing the year. An increase of 735 newly reported cases of 
tuberculosis was noted in the. first forty-eight weeks of 1948. 
The report states that more than one half of the persons 
— died in New York City in 1948 were more than 62 years 
old, 

Dr. Bernecker Joins Medical Center Staff.—Dr, 
Edward M. Bernecker, recently retired commissioner of hos- 
pitals in New York City, has been appointed administrator 
of hospital services with the New York University—Bellevue 
Medical Center. He will be responsible for the administration 


of the University Hospital, the Institute of Rehabilitation and’ 


various university clinics and for the coordination of clinical 
programs for teaching in other hospitals associated with the 
Medical Center. Dr. Bernecker is a graduate of Hahnemann 
Medical College, Chicago, 1915. 


Dr. Rubin Named Chairman of Medical Staff.—Dr. Eli 
H. Rubin, attending physician at Morrisania City Hospital in the 
Bronx, has been named director of medicine and chairman of 
the medical staff at Seton Hospital in the Bronx, a 500 bed 
tuberculosis institution taken over by the city last May |. Seton 
Hospital had been operated as a voluntary institution since 1895, 
and had planned to close because of the heavy financia! burden. 
Acquisition for operation by the department of hospitals was 
authorized because all cases there were city charges. Dr. Allen 
Kane is medical director. 


Diabetes Detection Experiment.—An experiment in 
diabetes detection was recently conducted on Staten Island 
by the Richmond County Medical Society in cooperation with 
the Staten Island Pharmaceutical Association. It made a 
simple urinalysis available free to all persons in neighborhoods 
served by local drug stores. Eighty-seven of ninety drug 
stores on Staten Island and physician members of the medical 
society participated in the experiment. If the Staten Island 
experiment shows that the neighborhood approach yields satis- 
factory results, the experiment, it is reported, will be repeated 
throughout the country by the National Association of Retail 
Druggists. 


Personals.—Dr. Jacob M. Ravid has been appointed patholo- 
gist and director of laboratories at the St. Clare’s Hospital. 
Dr. Ravid was formerly pathologist at the Izrael-Zion Hos- 
pital, Brooklyn, a position which he has held for fourteen years. 
He is a graduate of Johns Hopkins University School of 
Medicine, Baltimore, 1926——Dr. William H. Shehadi, formerly 
director of radiology at Mount Vernon Hospital, has accept 
the position of professor of radiology and director of the depart- 
ment at Now York Polyclinic Medical School and Hospital. 
——Dr. Lloyd H. Gaston became director of St. Luke’s Hos- 
pital January 1, succeeding Dr. Claude W. Munger, who retired 
because of ill health. Dr. Gaston has been acting director since 
July 1, 1948——Dr. George B. J. Glass, New York, has 
been appointed assistant clinical professor of medicine at_| 
New York University Medical College, Flower and 
Avenue Hospitals. Dr. Glass is a graduate of Uniwersytet 
Jozefa Pilsudskiego, Warsaw, 1927. 


Outpatient Cost Rises 100 Per Cent in Decade.—The 
Hospital Council of Greater New York reports that, despite 
a reduction in outpatient service in recent years, its expense 
increased more than 100 per cent between 1937 and 1947 in 
the forty-nine voluntary general hospitals. The report indi- 
cated that from 1937 to 1947 the cost of a visit rose 160 per 
cent, from $1.09 to $2.82. The council made suggestions to 
improve the service, including saving of time and energy DY 
patients and hospital staff, a supervised nursery for children 
in conjunction with clinics for adults to facilitate attendance 
of mothers with young children and reorganization of the out- 
patient department so that a patient could be examined by 
several specialists on a first visit. While the cost of such a 
visit might be more than the average cost of the present type 
of clinic visit, a more complete service for the community at @ 
lower total cost to the public would be provided, the report 
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said. A change of working hours to correspond to the needs 
of working persons, coordination of inpatient and outpatient 
services and the establishment of unit record systems were 


also suggested. OHIO 


Dr. Gall Appointed Professor of Pathology.—Dr. Edward 
A. Gall, a graduate of Tulane University of Louisiana School 
of Medicine, New Orleans, 1931, has been appointed Mary M. 
Emery professor of pathology and head of that department in 
the College of Medicine, University of Cincinnati, and director 
of the department of pathology at Cincinnati General Hospital. 
In 1941 he became pathologist at Bethesda Hospital in Cincin- 
nati and assistant professor of pathology in the university's 
college of medicine. Dr. Gall was district physician at the 
Boston Dispensary and assistant in medicine at Tufts Medical 
College, Boston, 1933 to 1935; resident in pathology, 1935 to 
1937, and assistant pathologist, 1937 to 1940, at Massachusetts 
General Hospital, Boston; instructor in pathology first at Tufts 
Medical School, 1935 to 1940, and at the Harvard Medical 
School, Boston, 1940 to 1941. For the four years beginning 
1942, he was on active duty with the Army Medical Corps. He 
succeeds the late Dr. Richard S. Austin. 


PENNSYLVANIA 


Recommend Changes in Department of Health.— 
Recomm endations aimed at improving, enlarging and strength- 
State Department of Health were submitted this 


enin t 

yom | to Governor James H. Duff, jointly by the Medical 
Society of the State of Pennsylvania, the Pennsylvania Psychia- 
tric So iety and the Public Charities Association of Pennsyl- 
vania. included in the proposals were the elevation of the 
Secretary of Health to a major secretariate and the transfer 


of the Pureau of Mental Health from the Department of Wel- 
fare to the Department of Health. It was further recom- 
mended that state-owned hospitals and the financial assistance 
program: for state-aided general hospitals also be transferred 


from the Department of Welfare to the Department of Health. 


Philadelphia 

Lecture on Psychosurgery.—The fifth Phi Delta Epsilon 
Lecture was given by Dr. Walter Freeman, Washington, D. C., 
on “Recent Developments of Psychosurgery” January 6 at 
Jefferson Medical College. 

Course in Diseases of the Chest.—The Council on Post- 
graduate Medical Education of the American College of Chest 
Physicians and the Laennec Society of Philadelphia will present 
a postgraduate course in diseases of the chest to be held at 
Warwick Hotel, Philadelphia, February 28-March 5. It is 
open to all physicians, although registration will be limited. 
The tuition fee is $50. Application may be made to the execu- 
tive offices of the American College of Chest Physicians, 500 
North Dearborn Street, Chicago 10. 

Personals.—Phyllis A. Bott, Ph.D., has been appointed profes- 
sor of physiological chemistry and chairman of the department at 
the Women’s Medical College of Pennsylvania, Philadelphia. 
Dr. Bott, a graduate of the University of Wisconsin, became 
associate professor in 1941, and in 1946 became chairman of the 
department ——Dr. W. Edward Chamberlain, professor of 
radiology at Temple University School of Medicine, Phila- 
delphia, gave the annual Phi Chi Lecture at the University 
ot Texas Medical Branch December 1. Dr. Chamberlain 
discussed medical practices in Poland and Finland, in which 
countries he recently surveyed medical conditions. —— Dr. 
W ilbur E. Burnett, head of the department of surgery at Temple 
University School of Medicine, was the honor guest speaker at 
4 postgraduate course in general surgery presented by the Dallas 
(Texas) Southern Clinical Society——Dr. D. Franklin Milam 
Was appointed national director of the Planned Parenthood 

ederation of America January 3. Dr. Milam, a graduate of 
the University of Chicago Medical School, 1924, has for 
twenty-five years been a member of the field medical staff of 
the International Health Division of the Rockefeller Founda- 
tion. He succeeds D. Kenneth Rose, who resigned in 


November. 
‘ TENNESSEE 


_ Tennessee Adopts Voluntary Prepayment Plan.—A 
voluntary program of medical care and insurance has been 
adopted by the Tennessee State Medical Association. Benefits 
will be payable whether service is rendered in the home, 

or hospital. The schedule of benefits is to be accepted 
re 1 payment by participating physicians of services to in- 
“viduals earning less than $2,400 and to families whose 
meomes do not exceed $3,600. For persons in the higher 
icome brackets the schedule of benefits allows the doctor to 
-8€ more if he wishes. All licensed insurance companies 





™ Tennessee will be encouraged to participate in the program. 
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TEXAS 


Appoint Dean of Postgraduate School.—Dr. Randolph L. 
Clark Jr., director of the M.D. Anderson Hospital for Cancer 
Research, Houston, has been appointed dean of the University 
of Texas Postgraduate School of Medicine, a division of the 
Texas Medical Center, Houston. Courses offered at first will 
be short term refresher training courses for graduates. 


Post-Graduate Medical Assembly.—The International 
Post-Graduate Medical Assembly of Southwest Texas will 
be held at the Municipal Auditorium in San Antonio January 
25-27. Guest speakers include: 


E. Vincent Askey, Los Angeles, Unusual Problems Encountered in the 
Diagnosis and Treatment of Acute Appendicitis. 

Clarke H. Barnacle, Denver, Psychiatry for Senescence. 

Sidney Farber, Boston, Treatment of Cancer. 

Ray F. Farquharson, Toronto, Canada, Diseases of the Biliary Tract. 

Ralph A. Fenton, Portland, Ore., Dangers and Defenses of our Airways. 

Jom = Guyton, Baltimore, Combined Liver Biopsy and Liver Function 
Study. 

c. eee Hatcher, Chicago, Results of Treatment of Sarcoma Primary 
in Bone. 

Leon QO. Jacobson, Chicago, Chemotherapy in the Treatment of Neo- 
plastic and Allied Disorders. 

Robert R. Linton, Boston, Thrombophlebitis, Phlebothrombosis, Pulmon- 
ary Embolism—lIts Cause, Prevention and Treatment. 

Jesus Lozoya S., México, D. F., Acute Abdomen in Children. 

James L. Poppen, Boston, Surgical Treatment of Hypertension. 

Jonathan E. Rhoads, Philadelphia, Pre- and Postoperative Care of 
Surgical Patients. 

James C. Sargent, Milwaukee, Bladder Cancer: 
Management. 

Paul C. Swenson, Philadelphia, Chest Lesions Easily Confused with 
or Resembling Neoplasm. 

Richard W. Te Linde, Baltimore, Functional Uterine Bleeding. 

There will also be luncheons with question and answer 

periods, a clinical-pathologic conference and _ scientific and 
commercial exhibits. A registration fee of $20 covers both 


meetings and luncheons. For military personnel the fee is $10. 


VIRGINIA 


Dr. Lehman Honored.—Faculty colleagues and former 
students recently honored Dr. Edwin P. Lehman of the Uni- 
versity of Virginia Medical College, Richmond, in recognition 
of his twenty years of service as professor of surgery and 
gyncology. A dinner and reception were given, and Dr. Leh- 
man held a clinic in the medical school amphitheater for 
former students and residents. Dr. Lehman is now president 
of the American Cancer Society and the Southern Surgical 
Association. Dr. Evarts A. Graham, professor of surgery at 
Washington University, under whom Dr. Lehman worked in 
St. Louis before coming to the University of Virginia, gave 
a lecture on cancer of the lungs. 


GENERAL 


Damon Runyon Fund’s First Fellowship Award.—The 
Damon Runyon Cancer Memorial Fund's first two fellowships 
in clinical research have been awarded to Dr. Genevieve M. 
Bader, New York, and Dr. Richard B. Eisenberg, Philadelphia. 
Thirty-three additional fellows will be named under the 
$150,000 grant by the fund to the American Cancer Society 
for administration. 

Director of Mental Hospital Inspection.—Dr. Ralph 
M. Chambers, former superintendent of Taunton State Hos- 
pital in Massachusetts, has been appointed Director of In- 
spection and Rating of Mental Hospitals in the United States, 
a procedure for better standards set up by the American Psy- 
chiatric Association. The new system of inspection was made 
possible by grants from the Psychiatric Foundation. 


Foundation Spends Over $17,000,000 During 1948.— 
More than $17,000,000, it is estimated, was spent by the Na- 
tional Foundation for Infantile Paralysis assisting families and 
communities in the 1948 epidemic; of this more than $6,000,000 
was advanced by National Headquarters to chapters facing 
exhaustion of their funds, and $300,000 was placed in state 
pools by chapters in areas of unusually high incidence. Expen- 
diture includes a carry-over of care and treatment from previ- 
ous epidemics. The carry-over from 1948, when more than 
27,000 persons were stricken, probably will be the heaviest in 
the history of the foundation. 


Certification of Radiation Physicists.—Beginning Janu- 
ary 1, the American Board of Radiology will examine and 
certify physicists as radiation physicists. Three types of cer- 
tificates will be granted: (1) radiological physics, (2) x-ray 
and radium physics and (3) medical nuclear physics. The sec- 
ond and the third are both included in the first. Each appli- 
cant for any one of the certificates in radiation physics will be 
required to meet several standards of education and experi- 
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ence. Certification will be based on examination to be con- 
ducted at the time and place of regular meetings of the Ameri- 
can Board of Radiology. Information may be obtained from 
Dr. Byrl R. Kirklin, Mayo Clinic, Rochester, Minn. 

College of Surgeons Sectional Meetings.—The third of a 
series of seven sectional meetings of the American College of 
Surgeons will be held in Kansas City on February 11 and 12, 
with headquarters at the Hotel President. While Illinois, lowa, 
Nebraska, Kansas, Oklahoma, Arkansas and Missouri will be 
the main participating states there is no geographic restriction 
on attendance. Other sectional meetings will be held in Wash- 
ington, D. C., Statler Hotel, March 15 and 16; Buffalo, Statler 
Hotel, March 21 and 22; Butte, Hotel Finlen, April 5 and 6, and 
Edmonton, MacDonald Hotel, April 12 and 13. The medical 
profession at large, medical students and hospital personnel are 
invited to join with the fellows of the college in the meetings. 
Conferences for hospital personnel will be held concurrently with 
the medical sessions. 

Grants for Research in Endocrinology.—Requests to the 
Committee on Research in Endocrinology, National Research 
Council for grants-in-aid during the fiscal period from July 1 to 
June 30, 1950, will be received until February 28. Application 
blanks may be obtained by addressing the secretary, Division of 
Medical Sciences, National Research Council, 2101 Constitution 
Avenue, Washington 25, D. C. In addition to a statement of the 
problem and research plan, the committee desires information 
regarding the proposed method of attack, the institutional sup- 
port of the investigation and the uses to be made of the sum 
requested. No part of any grant may be used by the recipient 
institution for administrative expenses. The committee makes 
grants-in-aid of research in the general field of experimental and 
clinical endocrinology. However, applications for support of 
research in the problems of sex in the narrower sense cannot be 
given favorable consideration, and investigators seeking support 
in this field should direct their proposals to the Committee for 
Research in Problems of Sex of the National Research Council. 


Society Elections.—At the recent meeting of the United 
States Chapter of the International College of Surgeons, Dr. 
Custis L. Hall, Washington, D. C., was installed as president; 
Dr. Henry W. Meyerding, Rochester, Minn., was chosen 
president-elect; Dr. Arnold S. Jackson, Madison, Wis., sec- 
retary, and Dr. Oscar B. Nugent, Chicago, treasurer. The 
college headquarters is at 1516 Lake Shore Drive, Chicago. 
——-The American Board of Anesthesiology at its annual meeting 
in October chose Drs. Paul M. Wood, New York, as president, 
and Curtiss B. Hickcox, Philadelphia, secretary. The Na- 
tional Malaria Society meeting in New Orleans, December 5-9, 
installed Wendell D. Gingrich, Sc. D., Galveston, Texas, as 
president and chose Dr. Paul F. Russell, New York, president- 
elect. Martin D. Young, Sc. D., Columbia, S. C., continues 
as secretary-treasurer. The Southern Surgical Society at its 
annual meeting in December chose Dr. Alfred Blalock, Balti- 
more, as president and Dr. John C. Burch, Nashville, Tenn., 
secretary. 

Central Surgical Association.—The Central Surgical Asso- 
ciation will meet in Cleveland, February 18-19, with headquar- 
ters at the Hotel Cleveland. A clinic day will be held February 
17 at the Cleveland Clinic and Western Reserve University 
Medical School. Physicians presenting papers by invitation are: 
Frederick de Peyster, Chicago; Milton E. Klinger, Detroit; 
Oliver H. Beahrs, Rochester, Minn.; William Metcalf, Chicago; 
Daniel C. Thomson, Ralph D. Mahon, Jr. and Robert Berry, all of 
Ann Arbor, Mich.; Benjamin M. Gasul, Chicago; Raphael W., 
Albi, Chicago; Robert Lich, Jr., Joseph E. Maurer and Stephen 
B. Burdon, all of Louisville, Ky.; Winfield L. Butsch, Buffalo; 
Sidney Smith, Chicago; E. Thurston Thieme, Ann Arbor, Mich.; 
Edward J. Hill, Jr., and Harry C. Saltzstein of Detroit and 
John M. Hammer, Kalamazoo; John W. Derr, Detroit; Wayne 
B. Martia, Harold L. Method, Stanley W. Tuell and Harry 
Harding, all of Chicago; H. Harper Kerr, Omaha; Byron D. 
Bowen and Paul A. Fernbach, Buffalo; Richard H. Lillie, 
Robert W. Buxton and Ivan F. Duff, all of Ann Arhor, Mich.; 
D. Emerick Szilagyi and Joseph F. Alsop of Detroit; Wilfred 
G. Bigelow, Raymond O. Heimbecker and Robert C. Harrison, 
Toronto, Canada; Alexander J. Anlyan, Columbus, Ohio; Ivan 
B. Taylor and George R. Granger, Detroit; Max S. Sadove, 
Willis G. Diffenbaugh and Frances E. Sarver, Chicago; Robert 
H. LaBree, Duluth, Minn.; James Barron, Detroit, and Ward 
H. Eastman, Chicago. A symposium an hepatitis will be held 
Saturday at 12: 15 p. m. with Drs. Thomas H. Seldon and James 
F. Weir, Rochester, Minn., and Isadore S. Ravdin, Philadelphia, 
taking part. At the annual dinner Friday at 7:30 p. m. Dr. 








Henry K. Ransom, Ann Arbor, Mich., will deliver the Presi- 
dential Address and Dr. Warren H. Cole, Chicago, will speak 
on “Nationalization of Medicine.” 





MARRIAGES 





Anniversary of Blood Program of Red Cross.—The 
Red Cross announces that although the first regional center 
was established in Rochester less than a year ago, the Red 
Cross national blood program is now operating in every geo- 
graphic area of the United States. Under the plan to provide 
the nation with blood and its derivatives for medical use, 19 
programs including the statewide service in Massachusetts 
were in operation by December 20; more than 97,000 pints of 
blood had been collected and made available without charge 
to physicians at 614 hospitals and 32 clinics. Other centers have 
been established in Wichita, Kan.; Stockton, Los Angeles, and 
San Jose, Calif.; Atlanta, Ga.; Washington, D. C.; Tucson, 
Ariz.; Omaha, Neb.; Springfield and St. Louis, Mo.; Char- 
lotte, N. C.; Detroit and Lansing, Mich.; Yakima, Wash.; 
Great Falls, Mont.; Columbus, Ohio, and St. Paul, Minn. 
Scheduled for early opening are regional centers at Portland, 
Ore.; Philadelphia; Nashville, Tenn.; Boise, Idaho, and 
Louisville, Ky. Each regional program maintains a center 
where the blood collected is tested, type, marked and stored 
under refrigeration for subsequent distribution. Mobile units 
serve blood collection centers in suburban and rural areas, 
in industrial plants, colleges and other places where groups 
of donors may be assembled. A part of the program is the 
distribution through state health departments of blood plasma 
and other derivatives processed from war surplus plasma re- 
turned to the Red Cross by the armed forces. Among the 
derivatives are immune serum globulin fibrinogen and serum 
albumin. During the last fiscal year, blood products made 
available through the Red Cross had an estimated current 
value of $17,000,000. 


PHILIPPINE ISLANDS 


Medical Mission to the Philippines.—The World Health 
Organization and the Unitarian Service Committee sent a medi- 
cal mission to the Philippines in late October made up of Drs. 
Howard C. Naffziger, San Francisco, chairman; J. Murray 
Steele, New York; Gumersindo Sayago, Cordoba, Argentina; 
Amador Guevara, San Jose, Costa Rica, and George Curtis, 
Columbus, Ohio. The group visited hospitals, clinics, puericul- 
ture centers and laboratories, held conferences and delivered 
lectures on venereal disease and its control in hospitals, clinics, 
universities and medical societies. On completion of the mission 
it made the following recommendations for venereal disease con- 
trol work on the islands: (1) to broaden and extend the present 
work; (2) to intensify educational work throughcut the islands 
and amplify the study of venereology in all medical schools; (3) 
to found a Philippine Society of Venereology to arouse profes- 
sional interest; (4) to establish a statistical office to collect and 
study reports; (5) to establish technical and administrative 
autonomy in control work in the department of health; (6) to 
make available to physicians and nurses and social workers 
pamphlets on the diagnosis, treatment and control of venereal 
diseases ; (7) to establish a coordinating social service to cover 
the islands; (8) to enact antivenereal legislation, and (9) to set 
up a serologic laboratory in each province. 


CORRECTION 


Fee for Course in Public Health.—In the Dec. 25, 1948 
issue of THe JourNaL, page 1274, the following was published 
among the Postgraduate Courses for practicing physicians: Uni- 
versity of North Carolina, School of Public Health, Chapel Hill, 
N. C.: Subject: Public Health; 9 months, September-June 
1949; Fee—$100.00 per month. This should have been $100.00 


per quarter. 





Marriages 


Antuony J. Parist, West Springfield, Mass., to Miss Shirley 
Louise Denny of Lebanon, N. H., November 6. 

Rosert Gaytorp Brown, Circleville, Ohio, to Miss Nancy 
James Cowles at Greeneville, November 25. 

Artur J. CLarKtn Jr., Norwood, R. L, to Miss Barbara 
Ann Hiborik of Johnstown, Pa., recently. a 

Joun Westey Topp III, Staunton, Va., to Miss Patricia 
Ellen Coffey of Richmond, November 24. 

James Francis Cooney, Milford, Mass., to Miss Rosemary 
Kuhn of Decorah, lowa, November 27. e 

James Nicnotas Duptey to Miss Virginia Baird Decker, 
both of Roanoke, Va., November 20. : 

Herman S. SHapiro, New York, to Miss Natalie Gelbard 
of Brooklyn, November 27. 
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Deaths 





Samuel Torrey Orton ®@ New York; born in Columbus, 
Ohio, Oct. 15, 1879; University of Pennsylvania Department 
of Medicine, Philadelphia, 1905; specialist certified by the 
American Board of Psychiatry and Neurology, Inc.; formerly 
on the faculty of Harvard Medical School, Boston, and Co- 
lumbia University College of Physicians and Surgeons; at 
one time head of the department of psychiatry at the State 
University of Iowa College of Medicine, Iowa City; lecturer 
in neurology at Clark University, Worcester, Mass., from 
1913 to 1915; past president of the Association for Research 
in Nervous and Mental Disease and American Psychiatric 
Association; member of the American Neurological Associa- 
tion, American Association for the Advancement of Science 
and New York Academy of Medicine; served as clinical 
director and pathologist at the Worcester (Mass.) State Hos- 
pital and director of the State Psychopathic Hospital in lowa 
City ; neuropathologist at the New York Neurological Institute 
from 1929 to 1936; in 1943 consultant in language disabilities 
to the Institute of Pennsylvania Hospital, Philadelphia; scien- 
tific director of Pennsylvania Hospital, Philadelphia from 1914 


to 1919; recipient of the Thomas W. Salmon Memorial Award 
and delivered the second lecture in 1936; for many years 
member of the editorial board of Archives of Neurology and 
Psychology; in 1945 received the honorary degree of doctor 


of science from the University of Pennsylvania School of 
Medicine; author of “Reading, Writing and Speech Problems 
in Children”; died in St. Francis Hospital, Poughkeepsie, N. Y., 
November 17, aged 69, of bronchopneumonia and fracture of hip. 
Robert Gaylord Davis @ Rear Admiral, M.C., U.S. 
Navy, retired, Santa Barbara, Calif.; born in Indianola, Iowa, 
May 29, 1883; Rush Medical College, Chicago, 1909; entered 
the L. S. Navy as a lieutenant (jg) in 1912 and advanced 
through the various ranks to captain in 1937; during his naval 
service served at the Hospital Corps Training School, Great 
Lakes, IIL, on the U. S. S. Wright, the U. S. S. Langley, 
the L. S. S. Aroostook and the U. S. S. Saratoga; during 
World War II served as district medical officer of the 16th 
Naval District and as medical officer in command of the Naval 
Hospital and Naval Medical Supply depot at Canacao, P. L., 
where he was captured by the Japanese forces Jan. 2, 1942 
along with members of his hospital staff; liberated from a 
Japanese prison camp on Aug. 30, 1945 in Mukden, Manchuria, 
after having been interned for forty-three months; returning 
to the homeland in September 1945 was assigned to duty as 
a member of the Naval Retiring Board, San Diego, Calif., 
and placed on the retired list Oct. 1, 1946; among the deco- 
rations that he held was the Legion of Merit; advanced to 
the rank of rear admiral on the retired list in 1948; fellow 
ot the American College of Physicians; died in San Diego, 
November 8, aged 65, of pulmonary embolism following an 
operation for carcinoma of the lung. 
_John James Moren @ Louisville, Ky.; born in London, 
Ky., Aug. 31, 1871; Louisville (Ky.) Medical College, 1894; 
Hospital College of Medicine, Louisville, 1895; professor 
emeritus of neurology at the University of Louisville School 
of Medicine; member of the House of Delegates of the Amer- 
can Medical Association in 1917; fellow of the American 
College of Physicians; member of the Association for Research 
in Nervous and Mental Diseases; past president of the Ken- 
tucky State Medical Association and of the Jefferson County 
Medical Society; served during World War I; member of 
the examining board for inductees during World War II; 
member of the staffs of St. Joseph and Norton Memorial infirm- 
aries, General and Children’s hospitals and the Masonic Home; 
died in the Nichols Hospital October 26, aged 77, of hepatic 
insufficiency, 
_ John Dooley Lyttle, Los Angeles; born in New York 
in 1889; Cornell University Medical College, New York, 1916; 
professor of pediatrics at the University of Southern California 
School of Medicine; formerly on the faculty of Columbia 
University College of Physicians and Surgeons; specialist certi- 
ed by the American Board of Pediatrics; member of the 
American Pediatric Society, Harvey Society, New York Acad- 
emy of Medicine and the American Association for the 
dvancement of Science; formerly associate attending pedia- 
'rician at the Babies Hospital and Vanderbilt Clinic and 
age physician at the Willard Parker Hospital of New 
ork; served during World War I; member of the American 
ed Cross Balkan Commission in Albania in 1919; director 
; Pediatrics at the Children’s Hospital; died in the Hospital 
of the Good Samaritan, November 26, aged 58. 
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George Robert Osborn ® Tulsa, Okla.; born in Perry, 
Iowa, Feb. 17, 1875; College of Physicians and Surgeons of 
Chicago, School of Medicine of the University of Illinois, 1906; 
fellow of the American College of Surgeons; past president of 
the Oklahoma State Medical Association and the Tulsa County 
Medical Society ; one of the founders of the Tulsa Public Health 
Association; formerly a member of the council of the Southern 
Medical Association; served overseas during World War I; 
chief of the medical staff of the Salvation Army Home; affili- 
ated with Hillcrest Memorial and St. John’s hospitals; died 
October 10, aged 73. 

William Grady Mitchell ® San Angelo, Texas; University 
of Tennessee College of Medicine, Memphis, 1921; fellow of 
the American College of Physicians; member of the American 
Heart Association, Southern Medical Association and Texas 
Heart Association; served during World Wars I and II; 
formerly instructor in medicine at the University of Pennsyl- 
vania School of Medicine, Philadelphia; on the staff of the 
Shannon Hospital, where he was a member of the board of 
directors; director of the clinical laboratory at St. John’s 
Hospital; died in Seattle October 8, aged 52. 

Harry Aldrich ®@ Fort Wayne, Ind.; Indiana University 
School of Medicine, Indianapolis, 1914; past president of the 
Grant County Medical Society; formerly county coroner; 
served during World War I; affiliated with the Methodist 
Hospital and the Lutheran Hospital, where he died October 
31, aged 63, of periarteritis nodosa. 

Arthur Reginald Butler, Newington, Va.; Columbian Uni- 
versity Medical Department, Washington, D. C., 1899; died 
November 14, aged 76. 

William P. Dupler, Crooksville, Ohio; (licensed in Ohio 
in 1896); formerly county coroner; died October 30,° aged 
87, of senility. 

Harold Winston Eckel, Cincinnati; University of Cin- 
cinnati College of Medicine, 1938; served during World War 
Il; member of the American Medical Association; affiliated 
with Christ Hospital, where he died November 5, aged 35, 
of carcinoma of the transverse colon. 

Jerome Charles Evanson ® Assistant Surgeon, Lieuten- 
ant (jg) U. S. Navy, Echo, Minn.; Marquette University 
School of Medicine, Milwaukee, 1946; entered the regular navy 
in 1947; last duty station, Yard Dispensary, Puget Sound 
Naval Shipyard, Bremerton, Wash.; died in the U. S. Naval 
Hospital, Bremerton, November 19, aged 26, of blastomycotic 
abscess of the cerebellum. 

Lonie Clarence Floyd ® Olanta, S. C.; Medical College 
of the State of South Carolina, Charleston, 1910; member of 
the Selective Service Board during World War II; died 
November 2, aged 66, of coronary occlusion. 

William Schaffer Glenn Jr., State College, Pa.; Eclectic 
Medical College, Cincinnati, 1915; served overseas during 
World War I; died November 9, aged 60, of heart disease. 

Brooks David Good ® Colorado Springs, Colo.; Tulane 
University of Louisiana School of Medicine, New Orleans, 1919; 
member of the American College of Chest Physicians; served 
during World War I; physician in charge of the Cragnor 
Sanatorium ; died in St. Francis Hospital, November 4, aged 52, 
of acute hepatitis and acute nephritis. 

Walter James Halloran @ Yonkers, N. Y.; Fordham 
University School of Medicine, New York, 1918; fellow of 
the American College of Surgeons; member of the National 
Gastroenterological Association; served during World War I; 
physician to the selective service board during World War II; 
for many years medical examiner to the Yonkers Civil Service 
Commission; affiliated with St. John’s Riverside Hospital ; 
died November 14, aged 52, of coronary occlusion. 

Charles Russell Hancock, Atlanta, Ga.; Medical College 
of Ohio, Cincinnati, 1904; member of the American Medical 
Association; died in St. Joseph’s Infirmary in November, aged 
69, of carcinoma of the prostate. 

Orrin Winfield Haulman @ Youngstown, Ohio; Western 
Reserve University School of Medicine, Cleveland, 1918; 
affiliated with the South Side Unit and North Side Unit of the 
Youngstown Hospital, where he died November 3, aged 60, of 
coronary thrombosis. 

Laurence Sherman Jennings, San Francisco; University 
of Chicago School of Medicine, 1939; member of the American 
Medical Association; on the staff of the Stanford Universit 
ee’ served during World War II; died November 5, 


Manfred Kraemer @ Newark, N. J.; University of Pennsyl- 
vania School of Medicine, Philadelphia, 1929; fellow of the 
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American College of Physicians; member of the National 
Gastroenterological Association; past president of the New 
Jersey Gastroenterological Society; specialist certified by the 
American Board of Internal Medicine; served during World 
War II; consultant at the Irvington (N. J.) General Hospital ; 
affiliated with Presbyterian, St. James and Newark City hos- 
pitals: died November 12, aged 44, of coronary occlusion. 

Leo Thomas McKee ® St. Marys, Pa.; Georgetown Uni- 
versity School of Medicine, Washington, D. C., 1928; affiliated 
with the Elk County General Hospital, Ridgway, and the 
Andrew Kaul Memorial Hospital; died in the Robert Packer 
Hospital, Sayre, October 26, aged 45, of carcinoma of the liver. 

Samuel Emerson McMaster ® Akron, Ohio; Ohio Medi- 
cal University, Columbus, 1905; affiliated with Peoples Hos- 
pital, where he died October 31, aged 67, of coronary thrombosis. 

Howard Douglas Mailey, Oakland, Calif.; Boston Uni- 
versity School of Medicine, 1942; certified by the National 
Board of Medical Examiners; specialist certified by the Ameri- 
can Board of Radiology, Inc.; member of the American Medical 
\ssociation, Massachusetts Medical Society and the New Eng- 
land Roentgen Ray Society; at one time affiliated with the 
Lahey Clinic in Boston; died in Providence Hospital October 
14, aged 33, of acute coronary occlusion, arteriosclerosis and 
diabetes mellitus : 

Seth Heustis Martin, Morrisville, Vt.; Baltimore Medical 
College, 1910; member of the American Medical Association 
and of the American Urological Association; served during 
World War I; on the staff of the Copley Hospital; formerly 
on the faculty of the University of Vermont College of Medi- 
cine and on the staff of the Mary Fletcher Hospital, in Burling- 
ton, where he died October 27, aged 66, of hypertension and 
arteriosclerosis. 

William Edgar Matthews, Johnstown, Pa.; Jefferson Med- 
ical College of Philadelphia, 1887; member of the American 
Medical Association; past president of the Cambria County 
Medical Society; formerly chief medical inspector for the state 
board of health and medical director of Cambria County ; during 
World War I chief examining physician to the draft board; 
affliated with the Conemaugh Valley Memorial Hospital, where 
he died October 29, aged 8&8, of arteriosclerosis and chronic 
nephritis. 

Charles W. Miller, Preston, Iowa; State University of 
lowa College of Medicine, Iowa City, 1887; served as county 
coroner and as city health physician; died in the City Hospital, 
Savanna, Ill., October 11, aged 89, of leukemia. 

Lawrence T. Minish @ Frankfort, Ky.; Kentucky School 
of Medicine, Louisville, 1898; an officer during World War I; 
served as vice president of the Kentucky State Medical Associa- 
tion and as a member of the state board of health; on the staff 
of King’s Daughters’ Hospital; died October 20, aged 71, of 
cerebral hemorrhage. 

Hewitt Clyde Myers @ Steelton, Pa.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1900; past 
president of the Harrisburg Academy of Medicine and the 
Dauphin County Medical Society; for many years surgeon for 
the Pennsylvania Railroad; died October 24, aged 73, of acute 
cardiac dilatation. 

Samuel Heyman Nerenstone, New York; Cornell Uni- 
versity Medical College, New York, 1923; member of the 
American Medical Association; on the staff of the Lincoln 
Hospital; died October 25, aged 50. 

Hubert Earl Northrup, Detroit; Detroit College of Medi- 
cine, 1912; past president of the Detroit Obstetrical and Gyne- 
cological Society; served during World War I; on the staff 
of the Highland Park (Mich.) General Hospital; died in 
Highland Park, Mich., October 31, aged 61. 

Oscar Joel Nothenberg ® Chicago; Dearborn Medical 
College, Chicago, 1907; specialist certified by the American 
Board of Otolaryngology; affiliated with the Swedish Covenant 
and American hospitals; died November 9, aged 74, of coronary 
thrombosis. 

Jeptha Marion Olin, Vermilion, Ohio; Cleveland Homeo- 
pathic Medical College, 1899; died September 30, aged 85, of 
myocardial infarction. 

James Patrick Owens, Memphis, Tenn.; College of Physi- 
cians and Surgeons, Memphis, 1910; member of the American 
Medical Association; served overseas during World War I; 
affiliated with St. Joseph's Hospital; died October 5, aged 61, 
of coronary occlusion. 

Charles Russell Parsons, Sweet Springs, Mo.; University 
of Tennessee College of Medicine, Memphis, 1938; member 
of the American Medical Association; interned at Kansas 
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City (Mo.) General Hospital ; on the visiting staffs at Research 
Hospital in Kansas City and Fitzgibbon Memorial Hospital 


in Marshall; died in Morrisville, October 22, aged 41, of 
injuries received in an automobile accident. 

Edgar Allen Patton, Knoxville, Tenn.; Mississippi Medical 
College, Meridian, 1911; Memphis (Tenn.) Hospital Medical 
College, 1913; served during World War I; for many years 
affiliated with the Veterans Administration; died October 11, 
aged 62, of congestive heart failure. 

Lewis Luallen Patton, Chattanooga, Tenn.; Meharry Med- 
ical College, Nashville, 1912; died recently, aged 64, of cerebral 
hemorrhage. 

Howard Love Prince @ Rochester, N. Y.; Cornell Uni- 
versity Medical College, New York, 1907; served during World 
War I; member of the American Association of Industrial 
Physicians and Surgeons; affiliated with Rochester General 
Hospital, Strong Memorial Hospital, Genesee Hospital and 
the County Infirmary; died November 18, aged 63. 

Edward North Reed @ Santa Monica, Calif.; Rush Medical 
College, Chicago, 1904; an Associate Fellow of the American 
Medical Association; specialist certified by the American Board 
of Orthopaedic Surgery; member of the American Academy 
of Orthopaedic Surgeons; fellow of the American College of 
Surgeons; served during World War I; affiliated with the 
Orthopaedic Hospital in Los Angeles and the Santa Monica 
Hospital; died in the Veterans Administration Hospital, West 
Los Angeles, October 18, aged 71. 

Gardner Shaw Reynolds, Danville, Ill.; University of 
Minnesota Medical School, Minneapolis, 1924; specialist certi- 
fied by the American Board of Radiology; certified by the 
National Board of Medical Examiners; member of the Ameri- 
can Medical Association, Radiological Society of North America 
and the American College of Radiology; served as radiologist 
at St. Elizabeth Hospital; died in the Veterans Administration 
Hospital, St. Cloud, Minn., October 16, aged 50, of coronary 
thrombosis. 

Henry Gilbert Reynolds @ Paducah, Ky.; Louisville (Ky.) 
Medical College, 1897; specialist certified by the American 
Board of Otolaryngology; past president of the Kentucky State 
Medical Association and the McCracken County Medical 
Society; member of the American Academy of Ophthalmology 
and Otolaryngology; fellow of the American College of Sur- 
geons; on the staff of Illmois Central Hospital; died October 
18, aged 76, of cerebral hemorrhage. 

Addison O. Roberts, Round Lake, N. Y.; Albany (N. Y.) 
Medical College, 1882; served as school physician and as health 
officer both of Rensselaer and in the town of Malta; on the 
visiting staff of Memorial Hospital in Albany; died September 
28, aged 92, of arteriosclerosis. 

Thomas Avery Rogers @ Pilattsburg, N. Y.; Albany 
(N. Y.) Medical College, 1896; died recently, aged 75, of 
hypertensive cardiorenal disease and cerebral vascular accident. 

James Wilson Rollo @ Lubbock, Texas; University of 
Oklahoma School of Medicine, Oklahoma City, 1913; served 
during World War I; local surgeon for the Atchinson, Topeka 
and Santa Fe Railroad; for many years health officer; died 
recently, aged 65, of heart disease. 

Abraham Rose, Elizabeth, N. J.; Medico-Chirurgical Col- 
lege of Philadelphia, 1914; member of the American Medical 
Association; physician to the police department; on the staffs 
of the Alexian Brothers Hospital and St. Elizabeth's Hospital, 
where he died October 31, aged 61, of coronary thrombosis and 
diabetes mellitus. 

Robert M. Ross, Temple City, Calif.; Beaumont Hospital 
Medical College, St. Louis, 1898; died in St. Luke’s Hospital, 
Pasadena, October 16, aged 75, of cerebral hemorrhage and 
hypertension. 

Isaac Machol Rubin @ Cleveland; University of Wooster 
Medical Department, Cleveland, 1906; on the courtesy staff of 
the Mount Sinai Hospital, where he died October 22, aged 68, 
of carcinomatosis. 

Louis Frederick Ruschhaupt ® Milwaukee; Rush Medical 
College, Chicago, 1902; associate clinical professor of medicine 
at Marquette University School of Medicine ; specialist certified 
by the American Board of Internal Medicine; fellow of the 
American College of Physicians; affiliated with Milwaukee 
County Hospital, Johnston Emergency Hospital and 
Evangelical Deaconess Hospital, where he died October 1, aged 
69, of carcinoma of the bladder. 

Oscar John Ruzicka, Brooklyn; Eclectic Medical College 
of the City of New York, 1908; also ‘a pharmacist; 
November 6, aged 72. 
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William Spiller Sayers, Wytheville, Va.; University of 
Virginia Department of Medicine, Charlottesville, 1893; formerly 
health officer of Norfolk; died October 31, aged 76, of acute 
cardiac failure. 

Jacob Foster Shelley ® Elmdale, Kan.; Rush Medical Col- 
lege, Chicago, 1891; died in the Newman Memorial County 
Hospital in Emporia, October 23, aged 83, of senility. 

Benjamin Harry Sherman ®@ Los Angeles; Northwestern 
University Medical School, Chicago, 1904; specialist certified 
by the American Board of Radiology, Inc.; member of the 
Radiological Society of North America, Inc.; on the staff of 
Los Angeles County Hospital; died in Hollywood Presbyterian 
Hospital October 18, aged 69, of aplastic anemia. 

Hiram Edward Silverstone, Kansas City, Mo.; Missouri 
Medical College, St. Louis, 1898; died in Kansas City, Kan., 
October 19, aged 72, of ventricular fibrillation. 

Alexander Hamilton Stevens Jr., New Bern, N. C.; Uni- 
versity of Georgia Medical Department, Augusta, 1932; member 
of the American Medical Association; served during World 
War II; killed October 21, aged 43, in an automobile accident. 

Alexander Porter Stewart, St. Petersburg, Fla.; Univer- 
sity of Toronto Faculty of Medicine, Toronto, Canada, 1905; 
past president of the Lyon County (la.) Medical Society; served 
during World War I; died in Veterans Administration Hos- 
pital, Bay Pines October 10, aged 68, of coronary thrombosis. 

Wallace T. Stewart, Cynthiana, Ky.; University of Louis- 
ville \ledical Department, 1890; died September 14, aged 80, of 
cerebral hemorrhage. 

Samuel Henry Stith, Brandenburg, Ky.; University of 
Nashville (Tenn.) Medical Department, 1901; served during 
Worli War I; major, medical reserve corps, not on active 
duty: medical examiner for the county draft board during 
World War II; died in Louisville October 19, aged 79, of car- 
cinoma of the pancreas. 

Frank Ulmer Swing ® Cincinnati; Medical College of Ohio, 
Cincinnati, 1904; specialist certified by the American Board of 
Otolar) ngology ; member of the American Academy of Ophthal- 
molog, and Otolaryngology; fellow of the American College of 
Surgeons; served during World War I; affiliated with St. 
Marys and St. Francis hospitals; died recently, aged 75, of 
cerebral hemorrhage. 


Samuel Aaron Tannenbaum, New York; Columbia Uni- 
versity College of Physicians and Surgeons, New York, 1898; 
died October 31, aged 74, of cerebral hemorrhage. 


Daniel E. Taylor, Velpen, Ind.; Hospital College of Medi- 
cine, Louisville, Ky., 1903; member of the American Medical 
Association; affiliated with Welborn Memorial Baptist Hos- 
pital, Evansville; died October 25, aged 79, of carcinoma of 
the stomach. 


Ernest Burdett Taylor, Toledo, Ohio; Toledo Medical 
College, 1903; member of the American Medical Association 
and the Academy of Medicine of Toledo and Lucas County; 
served during World War I; on the visiting staffs of the 
Toledo and St. Vincent’s hospitals; on the honorary staff of 
Flower Hospital, where he died October 6, aged 69, of cerebral 
thrombosis and gastrointestinal hemorrhage. 

Giovanni Tenca, New York; Regia Universita degli Studi 
di Parma, Facolta di Medicina e Chirurgia, Italy, 1920; for 
many years medical examiner for the Equitable Life Assurance 
Society; died in the Memorial Hospital October 16, aged 53, 
of lymphosarcoma. 

James Grimes Thames, Milton, Fla.; Atlanta College of 
Physicians and Surgeons, 1910; died October 2, aged 64, of 
heart disease. 

David L. Tilderquist ® Duluth, Minn.; University of 
Minnesota College of Medicine and Surgery, Minneapolis, 1903; 
specialist certified by the American Board of Ophthalmology 
and the American Board of Otolaryngology; member of the 
American Academy of Ophthalmology and Otolaryngology ; 
fellow of the American College of Surgeons; affiliated with 
St. Luke S Hospital and St. Mary’s Hospital; died September 
26, aged 76, of cerebral thrombosis. 

Johnson Edward Turnage, Kosciusko, Miss.; Memphis 
Tenn.) Hospital Medical College, 1902; member of the Ameri- 
can Medical Association; on the staff df the Montfort Jones 
Memorial Hospital, where he died October 26, aged 68, of 
Coronary thrombosis. 

Arthur Dale Tuttle, Live Oak, Calif.; College of Medical 
Evangelists, Loma Linda and Los Angeles, 1938; member of 

American Medical Association; certified by the National 

, of Medical Examiners; served during World War II; 

died October 9, aged 44. 
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Carl Henry Wachenfeld, St. Louis; Washington University 
School of Medicine, St. Louis, 1910; member of the American 
Medical Association; served during World War 1; member of 
the staff of the Missouri Baptist Hospital; medical director of 
the State National Life Insurance Company ; died in the Veterans 
Administration Hospital, Jefferson Barracks, October 18, aged 
60, of heart disease. 

William Greenleaf Ward, Lynn, Mass.; Harvard Medical 
School, Boston, 1899; formerly library trustee of the school 
board; on the courtesy staff of the Lynn Hospital, where he 
died October 28, aged 75, of arteriosclerosis. 

Henry Washeim Jr. @ Utica, N. Y.; Yale University 
School of Medicine, New Haven, 1928; specialist certified by 
the American Board of Pediatrics; member of the American 
Academy of Pediatrics; affiliated with St. Luke’s, St. Elizabeth 
and Utica State hospitals; died October 20, aged 48, of cerebral 
hemorrhage and cerebral aneurysm. 

Lionel Bernard Watkins, Nashville, Tenn.; University of 
Nashville Medical Department, 1901; died October 22, aged 71, 
of cirrhosis of the liver, chronic nephritis and hypertension. 


Edward Andrew Weisser ® Pittsburgh; University of 
Pennsylvania Department of Medicine, Philadelphia, 1898; 
specialist certified by the American Board of Ophthalmology ; 
member of the American Academy of Ophthalmology and Oto- 
laryngology; fellow of the American College of Surgeons; on 
the staffs of the Roselia Foundling and Maternity Hospital and 
St. Francis Hospital, where he died October 18, aged 72, of 
metastatic carcinoma. 

Leonard Lee Welch, Marietta, Ga.; University of Penn- 
sylvania School of Medicine, Philadelphia, 1921; member of 
the American Medical Association; member of the board of 
directors of the Marietta Hospital; surgeon for the Nashville, 
Chattanooga and St. Louis Railway; died in Atlanta October 
19, aged 53, of coronary occlusion. 

Hippolyte Marcus Wertheim, New York; born in New 
York, Feb. 12, 1898; University and Bellevue Hospital Medical 
College, New York, 1920; member of the American Medical 
Association; fellow of the American College of Surgeons; 
specialist certified by the American Board of Surgery; asso- 
ciate professor of clinical surgery at the New York University 
College of Medicine and past president of the alumni associa- 
tion; affiliated with Bellevue, French and Goldwater Memorial 
hospitals; died November 8, aged 50, of carcinoma of the 
pancreas. 

George Lewis Wickes ® Medical Inspector, Commander, 
U. S. Navy, retired, Ventnor, N. J.; New York University 
Medical College, New York, 1896; entered the U. S. Navy 
on April 27, 1904 and retired June 30, 1936; died in the UV. S. 
Naval Hospital, St. Albans, N. Y., September 30, aged 74, of 
carcinoma of the bladder. 

Morrill Edwin Withrow, International Falls, Minn.; 
Minneapolis College of Physicians and Surgeons, medical 
department of Hamline University, 1897; served as mayor and 
as city and county health officer; formerly affiliated with the 
U. S. Public Health Service; died October 13, aged 78, of 
cardiac decompensation and cerebral hemorrhage. 

James McClain Young, Albany, Ill.; Chicago College of 
Medicine and Surgery, 1913; formerly owner of a hospital 
bearing his name; affiliated with Kewanee Public and St. 
Francis hospitals in Kewanee; died October 17, aged 62, of 
cerebral hemorrhage. 


DIED WHILE IN MILITARY SERVICE 


William Francis Conway ® Lieutenant Colonel, M.C., 
U. S. Army, Carlisle, Pa.; George Washington University 
School of Medicine, Washington, D. C., 1932; appointed 
first lieutenant, medical corps, regular army, Dec. 7, 1936; 
promoted through the various grades to that of lieutenant 
colonel on March 5, 1943; died Aug. 8, 1943, aged 36, of 
carcinoma. 


Sarkis Der Sarkissian, Chicago; University of Michi- 


gan Medical School, Ann Arbor, 1926; member of the 
American Medical Association; served overseas during 
World War II; a flight surgeon and assistant post surgeon 
with the rank of lieutenant colonel, medical reserve corps 
of the U. S. Army attached to the ey Field Air 


Base at Wichita Falls, Texas; died near Muldrow, Okla., 
ee 1, aged 48, of injuries received in an airplane 
crash. 
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LONDON 
(From Our Regular Correspondent) 


Dec. 18, 1948. 


Unsatisfactory Remuneration of Doctors in the 
National Health Service 

Further experience with the National Health Service pro- 
duces increased dissatisfaction of the doctors and something 
different from the rosy picture which the Minister of Health 
said would be the .admiration of the “world. Complaints of 
increased work and falling incomes become louder, especially 
from practitioners in rural, semirural and suburban areas 
where the proportion of the elderly and the invalid is high. At 
the annual conference of local medical committees held in the 
British Medical Association House it was agreed that the 
amount of work imposed on the doctor by the inclusion of 
the whole population, instead of the workers only, has been 
greatly increased and that, while in certain parts of the country 
the doctor's financial position may have been improved, there are 
large areas where his income has been halved or even further 
reduced. 

Dr. H. Guy Dain, Chairman of the Council of the British 
Medical Association, agreed that the present capitation fee is 
grossly inadequate. He illustrated the evils of the “something 
for nothing” pointed out in previous letters to THe JOURNAL. 
It is not difficult, he said, to foresee the extra work which will 
fall on the doctor. It will be a strange mother nowadays, when 
the doctor is in attendance, who does not ask him to look at 
other members of the family. It is now not a question of visit- 
ing a patient but of visiting a family. It is overwhelming us 
and in the forthcoming winter may cause a complete breakdown 
of the whole service. On the question of pay, not only is the 
capitation fee insufficient, but it is not properly distributed. A 
doctor who is suffering hardship should have an immediate 
claim to be paid out of special funds. 

Dr. E. A. Gregg, chairman of the Insurance Acts Committee, 
said that in view of the complaints from all over the country 
they cannot wait for further details before putting forward a 
claim for improved remuneration, that in rural, semirural, 
suburban and certain special areas doctors have realized that 
their incomes are vanishing, that the doctor has lost his private 
practice but the population is not sufficient for a list which 
would maintain his economic position and that the mileage 
allowance for rural practitioners is insufficient. 

\ fundamental difficulty was voiced by one of the delegates. 
Today the income of doctors bears no relation to the amount of 
work done. A large list means a large income, but is an 
inducement to perfunctory work; indeed, may render any other 
impossible. But a more conscientious doctor, who will not 
undertake more patients than he can properly attend, gets a 
correspondingly small income. 


War Against the Tsetse Fly 

The Government has published three progress reports on the 
war against the tsetse fly which is being waged in Africa. 
Though much is now known about this fly, which is the carrier 
of grave disease to man and cattle, it still has a grip on an area 
of Africa twice as large as the United States. Prof. P. A. 
Buxton, who is studying the problem in East Africa and the 
Rhodesias, has concluded that the types of fly which inhabit 
narrow strips beside water have been controllable for years, 
though often at undue cost. Those that now inhabit belts of 
bush can be expelled in certain environments, though by no 
means in all. The work of the last twenty years has been 
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recolutionary, and its importance is not yet realized, even in 


Africa. He challenges the belief that the tsetse fly is every- 
where on the advance, which he attributes to the fact that its 
arrival in new areas is immediately recognizable by its effects, 
whereas its retreats require careful research to discover. He 
gives figures to show that infection and death from the disease 
in man are so low as to be unimportant. It is the disease among 
cattle, on which so much of the African population depend, that 
above all needs to be tackled. 

Prof. T. M. Davey deals with the conditions in West Africa 
and in non-British territories. In British West Africa the dis- 
ease is a fundamental barrier to progress. It causes a direct 
loss, at a low estimate, of $4,000,000 a year. Indirect losses 
cannot be computed but are causing progressive impoverishment 
of the people. 

Dr. T. A. Nash's report on the Anchau settlement scheme 
describes the clearance of a corridor 70 miles long and 10 miles 
wide in Northern Nigeria. Here under the Sleeping Sickness 
Service of the Nigerian Medical Department 60,000 persons 
have been settled in a new hygienic tsetse-free town. 


PARIS 
(From Our Regular Correspondent) 
Dec. 2, 1948. 


International Union Against Tuberculosis 

A meeting of the executive committee and council of the 
International Union Against Tuberculosis was held at the 
Union's Headquarters, 66 Boulevard St-Michel, Paris, Septem- 
ber 27-29, under the presidency of Professor Lops de Carvalho. 
The representatives of seventeen nations were present. The 
American representatives included: Dr. Perkins, managing 
director of the National Tuberculosis Association, Dr. Martin 
Cummings, Dr. Reuling, Dr. Kendall Emerson, Dr. Hilleboe 
and Mr. Hopkins. 

During the administrative session Prof. Etienne Bernard, pro- 
fessor of phthisiology at the University of Paris, was elected 
secretary general of the Union, to replace the late Professor 
Besancon. Prof. Omodei Zorini, director of the Carlo For- 
lanini Institute, in Rome, was nominated to represent Italy on 
the executive committee. The first scientific meeting was 
devoted to “Recent Studies of Media for the Cultivation of 
the Tubercle Bacillus.” The opening report was read by Dr. 
Cummings, director, Tuberculosis Evaluation Laboratory, U. S. 
Public Health Service, who gave an account of the progress 
achieved through the researches of René Dubos. Prof. Paul 
Courmont, Prof. Hauduroy, Prof. Gernez-Rieux, Drs. André 
Meyer and Costil, Dr. Bretey and Drs. Braun and Kreiss. 
Prof. Omodei Zorini took part in the discussion. Prof. Etienne 
Bernard read the opening report on “Treatment of Nonmiliary 
Tuberculosis in the Adult with Streptomycin.” According to 
him in acute pneumonic or bronchopneumonic forms strepto- 
mycin enables the patient to endure a dangerous situation; in 
subacute and nodular forms the action of streptomycin is in 
most cases remarkable and similar to what has been observed 
with miliary forms. As regards cavernous tuberculosis, the 
closure of a cavity with the disappearance of bacilli has been 
secured in 10 per cent of cases. The combined treatment, 
streptomycin with collapse therapy or streptomycin with sur- 
gical treatment has proved most valuable and has great pros- 
pects. The report gave rise to a discussion in which the 
following speakers took part: Prof. V. Fici, Dr. Pierre Bour- 
geois, Dr. Jullien, Prof. Costantini, Prof. Omodei Zorini, Prof. 
U. Carpi and Dr. Duroux. 

The next meeting of the Council will be held in Paris in 
July 1949. 
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Sensitivity to Streptomycin in Nurses 

In the tuberculosis ward of the Laennec Hospital, Professor 
FE. Bernard, Melle Lotte and C. Wolff examined nurses who 
had been in contact with streptomycin. Out of 70° nurses, 33 
have shown either oculopalpebral disorders or eczematous erup- 
tions on the hands and wrists and in the periorbital and peri- 
buccal regions; in 9 cases the eruptions extended to the thorax, 
legs and feet; in 7 cases there was pruritus only at the same 
sites. These disorders occurred in one to three months in 
17 cases, three to six months in 16, and more than six months 
in 7. In most of the cases, these disorders improved or dis- 
appeared after a few days of suspension of work (save for 1 
case, when eczematous patches still persisted after several 
months) and they reappeared almost immediately when contact 
with streptomycin was resumed. In 8 cases, discrete disorders 
were experienced and disappeared without necessity for inter- 
ruption of work. The authors have made cutaneous tests with 
streptomycin on 40 nurses who had been in contact with strepto- 
mycin for a long time. Out of 28 nurses showing reactions, 20 
have positive reactions and 8 negative ; among 12 nurses showing 
no disorders, though they had handled the antibiotic for nine 
to twelve months, six tests gave positive reactions and 6 nega- 


tive. Disorders may not occur in subjects with positive reac- 
tions, if the necessary precautions, wearing of gloves and 
spectacles, are taken. 


Doctor Honoris Causa 


The degree of Doctor Honoris Causa has been conferred on 
the following: Sir Jack Drummond, F.R.S., professor of bio- 
chemistry at the London University, Corter professor of pedi- 
atric clinics of the Leyde Faculty of Medicine; Dos Santos, 
professor at the Lisbon Faculty of Medicine; John Maurice 
Clark, professor at Columbia University, New York; J. C. 
Chavez, director of the Institute of Cardiology of the Mexico 
Faculty of Medicine, and L. C. Pauling, professor of chemistry 
at the California Institute of Technology, Pasadena, Calif. 


DENMARK 


(From Our Regular Correspondent) 
CopENHAGEN, Dec. 8, 1948. 


Inauguration of the New Domus Medica 

On the night of June 18, 1944, the Germans burst into the 
headquarters of the Danish Medical Association, the beloved 
Domus Medica, symbol of all that is best in the Danish medical 
profession, bombing it and burning it to the ground. By this 
senseless act of hooliganism, the Germans imagined that the 
ever growing activity of the Danish doctors in the underground 
movement against them would be paralyzed. Altogether, twenty- 
one Danish doctors were murdered by the Germans, either in 
cold blood after a semblance of a trial, by anonymous assassina- 
tion or by the slow torture of the concentration camp. But the 
spirit of the Danish doctors was never broken, and they soon 
set about the task of raising a new Domus Medica after the 
evacuation of Denmark by the Germans. But the funds and 
time required for rebuilding the Domus Medica on the old site 
Were such that the situation seemed almost hopeless. Then, 
suddenly and quite unexpectedly, the Danish Medical Associa- 
tion was able to purchase an already existing, palatial building, 
the old Plessen Palace. The cost was high, and the Association 
had to exhaust nearly all its funds, but it was a magnificent 
bargain all the same. 

On Oct. 22, 1948, in the presence of the King and Queen 
of Denmark and distinguished representatives of the medical 
Profession at home and abroad, the new Domus Medica was 
solemnly inaugurated, and a mural memorial to the twenty-one 
Danish doctors murdered by the Germans was unveiled. Speak- 
mg on this occasion, Professor Mogens Fog drew attention to 
this memorial, which is the first object to strike the eye as the 
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visitor enters the new Domus Medica. The inscription between 
the two rows of names is taken from two lines of a poem com- 
posed by Dr. Aage Berntsen in honor of those glorious days 
in May 1945 when Denmark became once again a free country. 
These lines run: “Du hérte op med at vaere, men Danmark 
lever med aere,” which may be translated with: “You ceased 
to live, but Denmark lives with honor.” Thanks to the spacious- 
ness of the new Domus Medica, it will be possible for part of 
it to be turned into a residential college for students whose 
parents are doctors. Other sections of the building will be put 
at the service of various scientific bodies other than the Danish 
Medical Association, whose expenses will thereby be reduced 
to a certain extent. 


Claim Lowest Tuberculosis Death Rate 


The claim, implied by this heading, that Denmark has a lower 
tuberculosis death rate than any other country in the world may 
possibly provoke a challenge from some quarter or other, but 
it will be a close race in any case. In 1939, the Danish tubercu- 
losis death rate had been reduced to 34 per hundred thousand. 
During the following, wartime years, there was a slight rise 
reflecting wartime conditions, but as early as 1943 this slight 
rise was checked, and in 1945 the figure was down to 33. In 
1946 it was down still further to 32, and in 1947 it was down 
to the record low level of 30 per hundred thousand. In this 
year the tuberculosis death rate was nearly twice as high in 
Copenhagen, where it was 44, as it was in the country districts 
(23 per hundred thousand). Why did World War II have so 
slight an influence on the tuberculosis death rate, while World 
War I sent it rocketing aloft? Professor Knud Faber found 
an answer to this question at the last annual meeting of the 
Danish National Association Against Tuberculosis, pointing out 
that in World War I Denmark allowed herself to be drained 
of animal food stuffs, meat in particular. In World War II, 
and in spite of being occupied by the German army, Denmark 
was able to keep up a rather steady supply of meat, butter and 
other farm products for home consumption. The Germans 
were so afraid of killing the goose that lays golden eggs that 
the Danish farmer was encouraged to produce food diverted 
by the ingenuity of the Danes to home consumption. 

A curious and at first sight disquieting observation made by 
Professor Faber is that there has lately been a decided rise in 
the number of new notifications of tuberculosis in Denmark. 
In the three years 1944, 1945 and 1946 the number of new 
notifications of tuberculosis was 3,300, 3,500 and 4,100, respec- 
tively. In his opinion this rise is much more apparent than 
real, for it reflects the growing attention paid to environmental 
studies in the course of which many new cases are unexpectedly 
discovered. It is a pleasing thought that Denmark has of late 
made antituberculosis work an article for export; witness the 
pioneer work of the Danish Red Cross with the organizations 
of teams of doctors for carrying out BCG vaccinations on 
wholesale lines in various European countries. 


“Antabus,” A New Remedy for Alcoholism 

In the organ of the Danish Medical Association (Ugeskrift 
for Laeger) for October 21, Dr. O. Martensen-Larsen has given 
an encouraging account of his experiences in some 300 cases of 
alcoholism with treatment with tetraethylthiuram disulfide, or 
“antabus,” during the first part of 1948. Of the first 50 patients 
kept under observation for more than six months, 35 had 
recovered or achieved considerable improvement. The remain- 
ing 15 had discontinued this treatment for some reason or other. 
Little happens when “antabus” tablets are swallowed by them- 
selves, but when they are followed up by even small doses of 
alcohol they give rise to such discomfort that the patient soon. 
acquires a dislike for alcohol. It is suggested that this reaction 
depends on the formation of acetaldehyde in the blood, experi- 
ments on animals having shown that the intravenous injection 
of acetaldehyde can give rise to a similar reaction. 
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ITALY 


(From Our Regular Correspondent) 
Fiorence, Dec. 10, 1948. 


Medical-Surgical Association of Romagna 

A meeting of this association was held in San Marino with 
Professors Fontana and Cavina as chairmen. Professor Pieri 
discussed vagotomy in the treatment of gastric disorders. He 
reported his research on the physiology of the vagus nerve in 
man and described its clinical application, i. e., by practicing 
vagotomy in the treatment of certain gastric disturbances. His 
experience is based on 144 patients operated on, 8 of them 
with gastric neurosis and 136 with ulcer. In the former group 
treatment was successful in 3 cases of hypersthenic dyspepsia, 
2 cases of mediogastric spasm and 2 cases of intractable vomit- 
ing. Results were less favorable in 1 case of gastric attacks 
from tabes. The results obtained with vagotomy in the treat- 
ment of gastric ulcer were on the whole very satisfactory, and 
the speaker believes it safe to conclude that vagotomy can cure 
peptic ulcer in its various manifestations and is likely also to 
prevent it. 

Professor Pieri illustrated with many pictures the technic of 
supradiaphragmatic and infradiaphragmatic vagotomy. Six of 
144 patients operated on died (mortality rate of 4.15 per cent), 
4 of them from bronchopneumonia and 2 from circulatory col- 
In the discussion which followed the report, some in 
attendance Pieri's statements; 
Franchini, however, expressed doubt whether such intervention 
may be harmful to the patient. According to Professor Schiassi, 
although the vagus nerve may be of etiologic importance in 
gastric ulcer, a concurrence of other anatomic and psycho- 
The so-called ulcer 


lapse. 


were in favor of Professor 


nervous conditions must be considered. 
disease affects a large number of patients whom Schiassi con- 
siders neurotic, in whom repeated psychic disturbances may 
induce the occurrence of ulcer. Constitutional causes and nervous 
and alimentary disorders slowly prepare the ground for the 
formation of gastric ulcer, and some symptoms, for example, 
an inflammation of the stomach observed at the operation table, 
may not be attributed to the action of the vagus. 

Battistini likewise, who studied the research of American and 
Italian authors, recommended caution concerning the fate of 
patients who submit to the complete interruption of a nerve 
which dominates the entire abdominal vegetative life. He 
recalled that Walters and his co-workers at the Mayo Clinic 
obtained results with vagotomy which were not very favorable. 


Cavina of Florence discussed Millin’s new method of prosta- 
tectomy, described the technic and some of his own modifications 
of this method which may simplify the original Millin opera- 
tion. After preparatory treatment with penicillin, calcium and 
vitamin K, and after general anesthesia with ether, the patient 
is placed in the Trendelenburg position. A short median supra- 
pubic incision in the abdominal wall is made, the rectus muscles 
are separated with a Gosset bistoury and the bladder and the 
prostatic capsule are exposed. The latter is then incised with 
a median incision, and one proceeds to enucleate the adenoma 
with the index or middle finger of the right hand while the 
index and middle finger of the left hand are introduced in the 
rectum as in Freyer’s operation. The adenoma may be removed 
with a suitable forceps. From the meatus of the urethra across 
the prostatic cavity one introduces into the bladder a large 
Nélaton catheter. The breach of the prostatic capsule is sutured 
as well as the abdominal wall after previous dusting of the 
Retzius’ cavity with sulfonamide powder. The advantages of 
this new method are minimum shock, little hemorrhage and 
little postoperative suffering. In the hospital of S. Giovanni 
di Dio in Florence, which is under the direction of the speaker, 
30 patients have been operated on according to this method 
and the results were highly satisfactory. 





LETTERS | M. A. 
Roentgen Therapeutic Experience in Syndromes of 
Disturbed Metabolism 

At a meeting of the Medical Academy of Genoa, Cignolj 
stated that the effects of roentgen therapy on the various tissues 
which constitute the epiphyses of bones cannot at present be 
attributed to a simple and single mechanism consisting of pro- 
teinemic equilibrium. The speaker restated that it may be 
useful to study further the Hand-Schiiller-Christian syndrome, 
a many-faceted disorder with functional disturbances and anato- 
mopathologic changes which involve the _reticuloendothelial 
system, the water metabolism, the lipid metabolism; diabetes 
insipidus, another syndrome with many forms, with predomi- 
nance of water-salt metabolism and of protein metabolism ; lipid 
nephrosis, with sodium, water, lipid and protein changes. The 
speaker concluded his report by stating that a satisfactory inter- 
pretation of the effects of roentgen therapy on the bones will 
be possible only when experience is available on a large number 
of cases similar to the syndromes mentioned, together with a 
large number of additional observations on patients such as 
those mentioned. 


PERSIA 


(From a Special Correspondent) 
BauwreIN Istanp, Persian Gutr, Dec. 13, 1948. 


Medical Congress in Persian Gulf Area 

A Medical Congress was held under the auspices of the 
Bahrein Island Medical Society on Nov. 4, 1948. All doctors 
working in the Persian Gulf area were invited, and thirty-six 
doctors were able to attend. This congress, the first of its 
kind in this area, was in some ways of an experimental! nature. 
It was desired primarily to exchange ideas held by European, 
American and Indian doctors as to etiology, diagnosis and 
treatment of diseases endemic in this area. Secondly, it was 
felt desirable to determine interest and the number of doctors 
who could attend such a congress with a view to forming a 
more closely knit organization of medical men. Thirdly, it was 
believed that a meeting of this kind would do much so stimulate 
medical thinking in a section of the world where there is little 
access to large medical centers. 

After a few introductory remarks by the chairman, Dr. Robert 
J. Biggar, Chief Surgeon to the Bahrein Petroleum Company 
Limited and president of The Bahrein Island Medical Society, 
the following articles were read: 

Report and Personal Interpretation of the International Industrial 


Congress at London, last September, Dr. A. J. S. Perfect, the Bahrein 
Petroleum Co. Ltd. 


Tuberculosis of the Peritoneum Treated with Streptomycin: 
Cases, Mr. Allen-Mersh, Kuwait Oil Co., Kuwait. 

The Diarrheas Encountered in This Area, Dr. H. H. Golz, Arabian 
American Oil Co., Dhahran, Saudi Arabia. 

External Otitis, Its Etiology and Management, Dr. A. Anderson, Anglo 
Iranian Oil Co., Abadan, Iran. 

Back Pain—Causes and Diagnosis, Dr. Joseph De Lougherty, Arabian 
American Oil Co., Dhahran, Saudi Arabia. 

The Soft Penile Ulcer, Major Wm. C. Marrett Jr., M. C. U. S. 
Army, Dhahran, Saudi Arabia. 


Report of 


An unusually lively discussion followed each of the speakers, 
and all of the European, American and Indian doctors were 
generally interested in drawing on the experiences of one 
another in dealing with these conditions which are so prevalent 
around the Persian Gulf. 

A motion was made at the end of the meeting that a Persian 
Gulf Medical Society be formed from which definite committees 
would be appointed for the study of the problems of the area, 
certain groups to be assigned one phase of a disease for investi- 
gation and final reports to’ be correlated later. The success of 
the meeting is evidenced from the fact that plans were made for 
the meeting to become a semiannual affair. 
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TONSILLECTOMY AND POLIOMYELITIS 


To the Editor:—In a recent publication (Laryngoscope 58: 
503, 1948), Dr. D. S. Cunning presented the results of a 
survey conducted by a committee of the American Laryngo- 
logical, Rhinological and Otological Society on poliomyelitis 
and tonsillectomy for the year 1947 and also described the 
results of a similar survey for 1946. He summed up his con- 
clusions as follows: “I am more than ever convinced that there 
is no causal relationship between the two, and that when a 
bulbar poliomyelitis follows a tonsillectomy it is coincidental.” 

This dangerous conclusion, which I fear is already being 
widely accepted by otorhinolaryngologists, should be very care- 
fully weighed in the light of the evidence presented by the 
present report and of other evidence totally disregarded by it. 

As regards the Cunning data, the following points deserve 
consideration. 1. Twenty-four cases of poliomyelitis in the 
reported series actually did follow tonsillectomy in 1947 and 
62 cases in 1946. Of these 6, or 25 per cent, were bulbar in 
1947, and 18, or 29 per cent, in 1946, whereas the incidence of 
bulbar poliomyelitis in all cases of poliomyelitis covered by the 
survey was 11.6 per cent in 1947 and 15.4 per cent in 1946; 
that is, the incidence of bulbar forms was slightly more than 
twice as high in persons for whom tonsillectomy has been done 
as in those for whom it has not. 2. Since the compilation by 
Aycock in 1942 (Medicine 21:65, 1942) and the editorial of 
March 21, 1942 in Tue JourNa (118: 980, 1942), tonsillectomy 
has come to be generally avoided during epidemics, and to a 
smalicr extent even during the summer and fall months, because 
of the widespread fear of poliomyelitis that is felt both by phy- 
sicians and laity; the result of such avoidance would, of course, 
be to reduce greatly the incidence of post-tonsillectomy cases 
and thus to increase the proportion of non-post-tonsillectomy 
cases. 3. The proof of a relationship between tonsillectomy 
and poliomyelitis is positive in respect to the high proportion 
of bulbar cases and cannot be blindly disregarded. Thus 
Aycock’s summary shows 170 cases in which poliomyelitis 
followed tonsillectomy within thirty days (approximately the 
upper limit of incubation), of which 121, or 71 per cent, were 
bulbar, whereas in the thirty to sixty day period only 20 per 
cent were bulbar. The Cunning survey used a sixty day interval, 
which may explain the lower incidence of bulbar poliomyelitis 
than in the thirty day reports. The extraordinary report by 
Krill and Toomey (THe Journat 117: 1013, 1941) deserves 
mention: Five children in one family were subjected to ton- 
sillectomy on the same day, and all came down with bulbar 
poliomyelitis ten to twelve days later, 3 of them dying of the 
disease. Since the Aycock compilation, numerous other reports 
of post-tonsillectomy poliomyelitis have appeared (including the 
8 of the two Cunning reports) and the 17 of Anderson's 
(J. Pediat. 27: 68, 1945) paper. The latter particularly should 
not be disregarded, since it offers clear proofs of the relation- 
ship under discussion. Anderson obtained data on tonsillec- 
tomies performed in Utah in 1943 both before and during the 
heavy epidemic of that year. Before (July) the outbreak the 
incidence of .poliomyelitis after tonsillectomy was 0.7 per thou- 
sand; in-August, when the epidemic began, it was 1.4 per 
thousand and at the height of the epidemic it was 19.2 per 
thousand tonsillectomies (these figures have been calculated 
from the original data). All the post-tonsillectomy cases of 
Poliomyelitis were bulbar. The incidence of poliomyelitis in 
children in whom tonsillectomy had recently been done was 
26 times, and of bulbar poliomyelitis 16 times greater than in 
the general child population. 

The Cunning survey is therefore, in my opinion, a dangerous 
one, particularly since it is in a sense the official report of the 
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American Laryngological, Rhinological and Otological Society 
and is apt to obtain wide acceptance, at least among specialists 
in that field, and might lead to the abandonment of what is 
now generally accepted as an important means of prevention 
of poliomyelitis. That the author himself still entertains doubts 
of the correctness of his views is indicated by a remark that 
follows the conclusion already quoted: “I do not advocate the 
indiscriminate removal of tonsils during any severe epidemic, 
and have no desire to place our children’s lives in jeopardy 
through injudicious surgery. It is to be hoped that 
this sentiment will continue to be felt by all physicians who are 
responsible for deciding on tonsillectomy, especially during epi- 


lemics of poliomyelitis. 
de potsomnyertis Harotp K. Faser, M.D., 


Stanford University Hospital, San Francisco. 


HISTAMINE IN ARTERIOSCLEROSIS 
OBLITERANS 


To the Editor:—In the December 4 issue of THe JouRNAL, 
page 1036, Friedell, Drucker and Pickett reported favorably on 
the treatment of arteriosclerosis obliterans with histidine and 
ascorbic acid. Good results from this therapy had previously 
been reported by Wirtschafter and Widmann, who suggested 
that the effects were due to the elaboration of histamine in vivo. 

To test for the presence of significant amounts of circulating 
histamine, we studied gastric acid secretion following the admin- 
istration of histidine and ascorbic acid in the doses recom- 
mended; gastric acidity was studied because, as shown by 
Hanson, Grossman and Ivy (Am. J. Physiol. 153: 243, 1948), 
the lowest threshold for definite histamine effect in man is on 
this function. 

In 2 subjects there was no definite increase in the volume 
or acidity of the gastric juice over a three hour period. Six 
tests in dogs with gastric pouches also had negative results. We 
interpret these results to indicate that clinical results following 
treatment with histidine and ascorbic acid are probably not due 
to the formation of histamine in the body. 


A. Litrman, M.D., 
M. I. GrossMAN, M.D., 
University of Illinois, Chicago. 


BRITISH NATIONAL HEALTH ACT 


To the Editor:—It is true that the comprehensive health 
service launched in this country on July 5 has many teething 
troubles, amongst them the great demand for medical services 
-both in the hospital and in the consulting room. You are 
entitled to describe as folly the launching of such a service 
without sufficient personnel and premises. But the statement 
in THE JOURNAL OF THE AMERICAN MeEpbICAL ASSOCIATION cf 
September 25 that “doctors are compelled to write formulas 
and prescriptions and reports many hours in advance of the 
time when they see the patients” is untrue. Indeed, it could be 
described as a libel on a profession which is proud of its 
traditions of service to its patients. May I ask that there be 
published in your journal, rightly famed for its scientific 
standards, an indication of the evidence for such an extra- 


ordinary statement? 
. CuHarLes Hitt, M.D., Secretary, 


British Medical Association, 
Tavistock Square, 
London W. C. 1, England. 


CoMMENT.—When this letter was received, a communication 
was sent to Dr. Charles Hill calling his attention to the fact 
that the Editor of THe Journat had personally visited with 
general practitioners in England, one of whom had pointed to 
a pile of forms and who had definitely stated that he had spent 
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two hours of the previous evening preparing these papers for 
the next day’s practice. In reply Dr. Hill stated that he found 
it necessary to repeat his request for publication of his letter 
since “an issue of considerable importance to the British medi- 
cal profession is involved.” Since that time a mass of evidence 
has accumulated in the form of letters sent to the British 
Medical Journal, the London Lancet and important British 
newspapers, in which physicians who are working under the 
National Health Act have stated repeatedly that the paper 
work under the act is intolerable. There are so many forms to 
be filled out for so many different items and for so many 
different purposes that it is inconceivable that a British physi- 
cian can carry on a competent medical practice without having 
the services of another person to do his paper work for him. 
Tue JourRNAL expects to publish shortly an analysis of these 
data. Through the kindness of Dr. Wilson Jameson, who is 
chief medical officer of the British Ministry of Health, the 
headquarters of the American Medica! Association has accumu- 
lated specimens of what appear to be merely a portion of the 


many forms used under the act.—Ep. 


THE CLINICAL USE OF FLUORESCEIN 


To the Editor:—With reference to the recent article by 
Gerald J. Menaker and Morris L. Parker in the Dec. 4, 1948 
number of Tue JouRNAL, page 1039, it is pertinent to point out 
that many observers are finding a variety of uses for fluorescein 
in medicine. 

Since 1946, fluorescein has been incorporated into several 
different technics at the University of Minnesota Hospitals. 
The most valuable among these has been a method of locating 
subcortical brain lesions. This procedure has been described in 
detail in the July 1948 issue of The Journal of Neurosurgery. 

In addition to the use of the dye in the operating room, 
radioactive diiodofluorescein (I 1%") has been employed in the 
attempt to locate tumors of the central nervous system pre- 
operatively. This procedure was described in Science (107: 569 
[May 28] 1948) and in Medicine (31: 1073-1076 
[Oct.] 1948). 

In an attempt to make brain tumors radiopaque, other fluores- 
cein compounds were synthesized. One of these dyes, tetra- 
iodophthalic fluorescein, was rapidly concentrated by the 
gallbladder after excretion by the liver, which has led to its 
use in roentgen examination of the biliary tract (Intravenous 
Surgery 


Minnesota 


Cholecystography with Tetraiodophthalic Fluorescein, 
4:17 [July] 1948). It was observed that patients with certain 
types of hepatic disease did not concentrate the radioactive 
fluorescein in the liver as rapidly as was expected. This has 
stimulated further investigation along this line to see whether 
the radiofluorescein uptake of the diseased liver may be corre- 
lated with and used as an adjunct with other hepatic function 
tests. (Sussman, A. H., and Wang, J. C., unpublished data.) 

Clinically, fluorescein has the following advantages: Its pres- 
ence can be detected in minimal concentrations; it has a very 
low toxicity, and the coloration of the patient’s skin is not 
marked or of long duration. The equipment required consists 
solely of the dye and a mercury arc lamp equipped with Wood's 
filter. One disadvantage of this technic is the fact that ultra- 
violet light penetrates but a fraction of a millimeter of tissue, 
and therefore its use is limited to direct examination of tissue 
surfaces and the lumens of, organs covered by only a few layers 
of cells. 

It would seem that the possible clinical and investigative 
uses of fluorescein are increasing rapidly, and will be limited 
only by the imagination of the investigator. 


SamMueL W. Hunter, M.D., 
Medical Fellow in Surgery, University of Minnesota 
Medical School, Minneapolis. 


AND LICENSURE 


Medical Examinations and Licensure 


COMING EXAMINATIONS AND MEETINGS 


NATIONAL BOARD OF MEDICAL EXAMINERS 


Natrona Boarp oF Mepicat Examiners: Parts I and Il. Various 
Centers, Feb., June and Sept. 1949. Part 11. a 1949, Exec. Sec., 
Mr. E. S. Elwood, 225 S. 15th St., Philadelphia 2, Pa. 


EXAMINING BOARDS IN SPECIALTIES 


American Boarp oF ANESTHESIOLOGY, INc.: Written, July 15, 
Various locations. Final date for filing application is April 15. * 
Dr. Curtiss B. Hickcox, 745 Fifth Avenue, New York 27 

American Boarp oF DERMATOLOGY AND SYPHILOLOGY: Written. 
Various Centers, Feb. 17. Oral. New York City, April 1-3. Sec. 
Dr. George M. Lewis, 66 East 66th Street, New York 21. 

American BoarD OF INTERNAL MeEpicINE: Oral. San Francisco, 
Feb. 8-10, 1949. New York City, March 23-25. a, June 1.3. 
Written. Oct. 17, 1949. Final date for filing application is May 1. 
Asst. Sec.-Treas., Dr. W. A. Werrell, 1 Main St., ean 3, Wis. 

AMERICAN BoaRD OF NEUROLOGICAL SURGERY: Oral. Chicago, June 
1949. Sec., Dr. W. J. German, 310 Cedar Street, New Haven, Conn. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY, INc.: Oral. 
Chicago, May 8-14. Final date for filing application is ‘April 1. Sec., 
Dr. Paul Titus, 1015 Highland Building, Pitsburgh 6 6. 

AmeERICAN Boarp OF OruTHALMOLOGY: Written. Jan. 14. Oral. San 
Francisco, March .~* Pay York, Jume 11-15; St. Louis, Oct. 15-19; 
Boston, Dec. Sec., J. Beach, 56 Ivie Rd., Cape Cottage, Maine. 

AmeERiIcAN BoarpD os Prt... Surcery: Part 1. Various Centers, 
April and May. Sec., Dr. Francis M. McKeever, 1136 W. oth St., 
Los Angeles 14. 

American Boarp oF OroLaryncotocy: New York, May 11-14; 
Chicago, Oct. 4-7. Sec., Dr. D. M. Lierle, University Hospital, lowa City. 

AMERICAN BOARD oF PaTHOLOGY: Boston, April. Final date {or filing 
application is March 1. Sec., Dr. Robert A. Moore, 507 S. Euclid Ave. 
St. Louis 10, Mo. 

AmeRIcAN Boarp oF Peptatrics: Oral. St. Louis, Feb. 18-20. Balti 
more, May 7-9. Exec. Sec., Dr. John McK. Mitchell, 6 Cushman Rd., 
Rosemont, Pa. 

American Boarp oF Prysicat MEDICINE: 
Final date for filing application is March 15. Sec., Dr. 
30 N. Michigan Blvd., Chicago. 

AMERICAN Boarp oF Ptastic SurGery: Examinations are given in 
- and November of each year in the home town of applicants. Sec. 
reas., Dr. Louis T. Byars, 400 Metropolitan Blidg., St. Louis, Mo 

AMERICAN Boarp OF PsycHIATRY AND NevurotoGy: Oral. May. Finai 
date for filing application is Feb. 15. Sec., Dr. F. J. Braceland, 102-110 
Second Ave., S.W., Rochester, Minn. 

American Boarp or Surcery: Written. Various Centers, March 1949 
Sec., Dr. J. S. Rodman, 225 S. 15th St., Philadelphia. 

American Boarp oF Urotocy: Feb. 1950. Sec., Dr. Harry Culver, 
7935 Sunnyside Road, Minneapolis 18, Minn, 


BOARDS OF MEDICAL EXAMINERS 


AtaBpamMA: Examination. Montgomery, June 28-30. Sec., Dr. D. G. 

Gill, 519 Dexter Ave., Montgomery. 
ALASKA: * Juneau, March 1. Sec.-Treas., Dr. W. M. Whitehead, 
Little Rock, June 9-10. Sec., L. J. Kosminsky. 


Box 140, Juneau. 

ARKANSAS: * 
Texarkana. Eclectic. Little Rock, June 9-10, pg Dr. C. H. Young, 
1415 Main St., Little Rock. 

Catitrornta: Examination, Los Argles, Feb. 28-March 3. Sec. 
Dr. Frederick N. Scatena, 1020 N St.. Sacramento. | 

Connecticut: * Hartford, March 8-9. Secretary to the Board, Dr 
Creighton Barker, 258 Church Street, New Haven. 

District oF CotumBia:* Reciprocit Washington, March 14. Sec. 
Dr. George C. Ruhiand, 4130 Municipal’ Building, Washington. 

FLoripa: * Examination, acksonville, June 26-28. Sec., Dr. 
Frank D. Gray, 12 N. Rosalind Ave., Orlando. 

Grorcia: Examination. June, Atlanta and Augusta. Reciproctty. 
Atlanta, June. Sec., Mr. R. C. Coleman, 111 State Capitol, Atlanta. 

Guam: Endorsement. Agana, Last Friday of each month. Sec., Capt 
C. K. Youngkin, Dept. of Public Health, Guam, % F.P.O. San Francisco, 


Examination. Indianapolis, June. Sec., Board of Medical 
Registration and Examination, Dr. Paul R. Tindall, 416 K. of P. Bldg. 
Indianapolis. 

Maine: Portland, March 8-9. Sec., Dr. Adam P. Leighton, 192 State 
Street, Portland. . 

MaryYLAND: Examination, Baltimore, June 21-24, Sec., Dr. Lewis 
P. Gundry, 1215 Cathedral St., Baltimore. - 

MassAcnusetts: Examination. Boston, March 8-11. Sec., Dr. George L. 
Schadt, 413 E. State House, Boston. 


Atlantic City, June: 4-5 
R. L. Bennett, 


Mississiprt: Jackson, June. Asst. Sec., Dr. R. N. Whitfield, State 
Board of Health, Jackson. 
Missouri: Kansas City, Jan. 24-26. Sec., Mr. John A. Hailey, State 


= Bldg., Box 4, Je erson City. 
ONTANA: Helena, April 4-6. Sec., Dr. O. G. Klein, First National 
Bank Building, Helena. 
Nesrasxa: * Examination. Omaha, June. Dir., Bureau of Examining 
Boards, Mr. Oscar F. Humble, 1009 State Capitol Building, Lincoln 
Nevapva: Carson City, May 2. Sec., Dr. G. H. Ross,*112 N. Curry 
Street, Carson City. , : 
New Hamesaire: Concord, March 10. Sec., Board of Registration in 
Medicine, Dr. John S. Wheeler, 107 State House, Concord. 
mo Junsey: Eoomineion. Treaton, Ji June 21-24. Sec., Dr. E. H. 
allinger, 28 West State Street, Trenton 8. 
New Mexico: Santa es April 11-12. Sec. Dr. V. E. Berchtold, 


141 Polage Ave., Santa Fe. L. 
a ig 7 "Peart § “Bicat Contace, Feb. 1-4. Sec., Dr. J. 
er, earl St. ucation Albany. 
Ouro: ‘Budoveoment. — Jan. es one mae 5. ns 
Columbus, June. Sec., Dr. tter, 2 road St., Columbus. 
Puerto Rico: finan P eh Amey March 43 _ Mr. Luis Cueto 


Coll, Box 3717, Sant 
“ CAROLINA: Columbia, June 27-29. Sec., Dr. N. B. Heyward, 


Soutu 
ae = a ey St., Col 
Reupdontion Auction, June 16-18. Sec., Dr. M. H. Crabb, 
209 Medical Arts Bide, Fort Worth 2 


J. A. M. A. 
Jan. 22, 1949 
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Uran: Examination. Salt Lake City, July. . Dept. of Registra- 
tion, Miss Rena B. Locmis, 324 State Capitol Bi "Salt Lake City. 
Vermont: Examination. Burlington, Feb. 3-5. Sec., Dr. F. J. Lawliss, 
Richford. 

‘Wromine: Examination. Cheyenne, Feb. 7. Sec., Dr. Franklin D. 
Yoder, Cheyenne. 


* Basic Science Certificate required. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

ALASKA: Juneau, Feb. 21-26. Sec.-Treas., Dr. C. Earl Albrecht, Box 
1931, Juneau. 

TR Examination. Denver, Mar. 2-3. Sec., Dr. Esther B. 
Starks, 1459 Ogden St., Denver. 

Connecticut: New Haven, Feb. 12. Exec. Asst., State Board of 
Healing Arts, Miss Mary G. Reynolds, 110 Whitney Ave. .. New Haven 10. 

District oF CotumBla: Examination. Washington, April 18-19. Sec., 
Dr. George C. Ruhland, 4130 Municipal Bldg., East, ay 

Frortpa: Examination. Gainesville, June 11. Sec.. Mr. M. W. Emmel, 
University of Florida, Gainesville. 

_ a Examination. April, June and Oct. Sec.-Treas., Dr. 

mond N. Bieter, 105 Millard all, Univ. of Minnesota, Minneapolis. 

gir Spring of 1949. Sec., Dr. Clinton Gallaher, 813 Braniff 
Blde., Oklahoma City. 

Orxecon: Portland, March 5 and June 18. Sec., Mr. Charles D. 
Byrne, State Board of Higher Education, Eugene. 

— ope Istanp: Examsnation. Providence, Feb. 9. Chief, Mr. Thomas B. 

366 State Office Building, Providence. 

*S cru Dakota: Vermillion, June 3-4. Dr. G. M. Evans, 310 E. 
15th St,. Yankton, 

TeNNESSEE: Memphis, March 21-22. Sec., Dr. O. W. Hyman, 
874 Union Ave., Mémphis 3. 

Wisconsin: Madison, April 2.. Milwaukee, June 4. Sec., Prof. W. H. 
Barber, Ripon College, Ripon. 
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Governmental Hospitals: Validity of Rules Fixing 
Standards for Practitioners Therein.—The plaintiff physi- 
cian filed suit to restrain the defendant hospital from interfering 
with or discriminating against, him in his right to practice and 
perform his professional duties in the hospital. From a judg- 
ment for the physician, the hospital appealed to the appellate 
court of Indiana. 

On or about Sept. 9, 1947, the board of trustees of the 
Hamilton County Hospital adopted certain rules regulating the 
qualifications which a physician must possess in order to prac- 
tice medicine, surgery and obstetrics in the hospital. Among 
others, it was provided that “the Resident Active Medical Staff, 
which shall include all the physicians having an unlimited license 
to practice medicine in the State of Indiana and having member- 
ship in Hamilton County professional organization of fully 
licensed physicians having the largest number of such physicians 
residing in Hamilton County” shall make up the membership of 
the Active Medical Staff of the hospital. Other rules provided 
that in order for a physician to practice in the hospital he 
either must be a member of this medical staff or must have a 
member of the medical staff associated with him in the treatment 
of his patient. The rules then went on to set forth the require- 
ments of a surgeon desiring to practice surgery in the hospital 
but not being a member of the surgical staff as of March 1, 
1947, as the defendant was not. Among other things, such a 
surgeon was required to “(b) have a certificate of internship 
showing one year service as an intern in a hospital approved by 
the Council of Medical Education and Hospitals of the Ameri- 
can Medical Association. (c) In addition to intern training 
required under (b) he shall have had not less than three years 
of surgical training which meets the approval of the American 
College of Surgeons.” 

The plaintiff graduated from Indiana University School of 
Medicine in 1938 and practiced medicine in the state of Indiana 
from that time until June 1942, when he entered the army. 
While in the service he had a one month postgraduate course 
at Harvard University in general surgery and a three months’ 
Course in maxillofacial and plastic surgefy at Columbia Uni- 
versity. Later he was stationed in a 1,750 bed hospital at 

P Knox, where he served about three months in orthopedics, 
Postoperative care, obstetrics, gyniatrics and general medicine. 
He was placed on the army inactive list in January 1945 and 
shortly thereafter opened an office in Louisville, where he was 

admission to the medical society and denied the right to 
Practice in three of the Louisville hospitals. He testified that 
































































he had performed over three hundred major operations during 
his practice with 4 deaths. He admitted that he had never had 
any official intern training but expressed the opinion that his 
experience in the practice was far in excess of a year in intern 
training. 

The plaintiff became a resident of Noblesville, Ind., about 
Jan. 1, 1947, and shortly thereafter applied for membership in 
the Hamilton County Medical Society, the organization referred 
to in the aforementioned rules. About Sept. 19, 1947, he was 
informed that his application for membership had been denied, 
and accordingly the hospital refused to permit him to treat his 
patients in it except in accordance with the provisions of the 
rules relating to having another physician on the staff associated 
with him. 

It is undisputed, said the court, that the hospital would not 
permit the plaintiff to practice his profession in it except in 
accordance with the rules adopted. There was no evidence that 
these rules were unreasonable, arbitrary or unlawful. Nor was 
there any evidence to indicate that the Hamilton County Medi- 
cal Society acted unlawfully, arbitrarily or capriciously in 
denying the plaintiff's application for membership nor that the 
society or the hospital were engaged in a conspiracy to prevent 
the plaintiff from engaging in the practice of his profession. 
There was, on the other hand, undisputed evidence from a 
number of physicians, surgeons and hospital authorities that 
these rules were reasonable and generally regarded as necessary 
to the proper conduct of hospitals; that such rules would be 
necessary for the protection of the public against the untrained 
surgeon who might undertake surgical services beyond his 
ability to perform. There was also evidence indicating the 
necessity of and the kind of special training generally required 
before a person is qualified or permitted to practice surgery. 
In the view we take of this case, the court of appeals con- 
tinued, it is only necessary for us to determine whether or not 
these rules unlawfully and arbitrarily discriminated against the 
plaintiff. 

The plaintiff contended that because of the provisions of 
section 22-3232, Burns’ 1933 relating to county hospitals, the 
defendant hospital was prohibited from adopting the rules in 
question. This section provides: 

In the management of such public hospital, no discrimi- 
nation shall be made against practitioners of any school of 
medicine recognized by the laws of Indiana, and all such legal 
practitioners shall have equal privileges in treating patients 
in said hospital. The patient shall have the absolute right 
to employ, at his or her own expense, his or her own physi- 
cian, and, when acting for any patient in such hospital, the 
physician employed by such patient shall have exclusive 
charge of the care and treatment of such patient, and nurses 
therein shall, as to such patient, be subject to the directions 
of such physician; subject always to such general rules and 
regulations as shall be established by the board of trustees 
under the provisions of this act. 

It seems clear to us, said the court, that this section provides, 
first, that there may be no discrimination against the practitioner 
of any school of medicine recognized by the laws of this state; 
second, that the patient shall have the right to employ his or 
her physician and such physician shall have the exclusive 
charge of the care and treatment of the patient, subject, how- 
ever, to ‘he general rules established by the board of trustees 
under the act authorizing the establishment of county hospitals. 
Section 10 of such act provides: 

Every hospital established under this act shall be for the 
benefit of the inhabitants of such county and of any person 
falling sick or being injured or maimed within its limits; 

: such hospital always being subject to such reason- 
able rules and regulations as said board may adopt in order 
to render the use of said hospital of the greatest benefit to 
the greatest number; and. said board may exclude from the 
use of such hospital any and all inhabitants and persons 
who shall wilfully violate such rules and regulations. . . 

We are of the opinion, the court of appeals concluded, that this 
section provides ample authority for the adoption of the rules 
questioned by the plaintiff. In fact we are inclined to believe 
it places an obligation on such a board of trustees as the 
defendant to adopt. reasonable rules and regulations to protect 
the public generally from unethical, unskilled and unscrupulous 
practitioners. Accordingly the judgment of the trial court in 
favor of the plaintiff en was reversed.—Hamilton County 
Hospital v. Andrews, 81 N. E. (2d) 699 (Ind., 1948). 
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Current Medical Literature 


AMERICAN 


Association library lends periodicals to members of the Association 
subscribers in continental United States and Canada 
for a period of three days. Three journals may be borrowed at a time. 
Periodicals are available from 1938 to date. Requests for issues of 
earlier date cannot be filled. Kequests should be accompanied with stamps 
to cover postage (6 cents if one and 18 cents if three periodicals are 
requested). Periodicals published by the American Medical Association 
are not available for lending but can be supplied on purchase order. 
Reprints as a rule are the property of authors and can be obtained for 
permanent possession only from them. 
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Titles marked with an asterisk (") are abstracted. 


American J. Digestive Diseases, Fort Wayne, Ind. 
15: 289-320 (Sept.) 1948 


Treatment of Obesity. M. Goldzieher.—p. 289. 


Small Intestinal Deficiency Pattern: Current Status. W. H. Glass. 
p. 294. 
Steatorrhea in Diabetes Mellitus. H. Field Jr., N. C. Klendshoj and 
B. D. Bowen.—p. 298 
Influence of Ascorbic Acid, Sodium Ascorbate, Calcium Ascorbate and 
Orange Juice on Dental Enamel. S.°L. Ruskin, Alice T. Merrill and 
OQ. Ruskin.—-p. 302 
Metabolism and Nutritive Importance of Tryptophane. M. Sahyun. 
p 304 


American Journal of Medical Sciences, Philadelphia 
216:1-120 (July) 1948 


Nephrosis: Occurrence of 
and Potassium Salts. 


Diuresis Following 
C. L. Fox Jr. and 


Electrolyte Changes in 
Administration of Sodium 
D. J. McCune.—p. 1 

Vascular Occlusion and 
P. Kimmelstiel.—p. 11. 

Evaluation of Thenylene Hydrochloride (N,N-Dimethyl-N’-[ Alpha-Pyridy]]- 
N’-[ Alpha-Thenyi] Ethylenediamine Hydrochloride). R. Kierland and 
R. T. Potter.—p. 20. 

Ecchymosis of Abdominal Wall as Early Diagnostic Sign of Dissecting 
Aneurysm of Aorta. R. Green and O. Saphir.—p. 24. 

*Clinical Use of Triple Sulfonamide Mixture. J. H. Ledbetter and G. E. 
Cronheim.—p. 27. 
*Cholesterol Metabolism: : 
200 Cases of Acute Coronary 

Hall and A. L. Chaney p. 32. 

Pheochromocytoma of Adrenal Medulla: Study of 5 Cases. S. D. Spatt 
and D. M. Grayzel.—p. 39. 

*Amyloidosis in Rheumatoid Arthritis: Report of 10 Cases. P. N. 
Unger, M. Zuckerbrod, G. J. Beck and J. M. Steele.—p. 51. 

Electroencephalographic Records in Relation to Blood Pressure Changes 
in Eclampsia. H. Jost.—p. 57. 

Administration of Massive Doses of Vitamin P Hesperidin Methyl 
Chaleone. W. R. Kirtley and F. B. Peck.—p. 64. 

Survey of Treatment of Pernicious Anemia in Relapse: (A) Comparison 
of Hematopoietic Response to Liver Extract and Folic Acid (L-Casei 
Factor). (B) Limitations of Reticulocyte Response as Measure of 
Anti-Pernicious Anemia Potency. G. W. Clark.—p. 71. 

Severe Paroxysmal Cardiac Pain as Prodrome in Idiopathic Epilepsy. 


Ischemic Infarction in Sickle Cell Disease. 


Blood Serum Cholesterol and Ester Levels in 
Thrombosis. L. M. Morrison, Lillian 


J. W. Fischer.—p. 78. 
Dynamics of Hypoglycemic Reaction. M. Fabrykant and M. Bruger. 
P 84 * . = 
Psychotherapy: Orientation for Non-Psychiatrists. C. E. Stanfield. 
-p. 97. 


Clinical Use of Triple Sulfonamide Mixture.—Ledbetter 
and Cronheim say that the main interest in multiple sulfonamide 
therapy has centered around the reduction of renal complica- 
tions, particularly crystalluria. The latter was present in 26 to 
28 per cent when administering sulfadiazine or sulfamerazine 
alone. It can be reduced to 6 per cent when a combination of 
two drugs, sulfadiazine and sulfamerazine, is used, and it can be 
further reduced to below 3 per cent when adequate amounts 
of systemic alkalizers are added. The authors have extended 
their investigation of multiple sulfonamide therapy to the use 
of a mixture consisting of sulfadiazine, sulfamerazine and 
sulfathiazole without alkalizing salts. The preparation was 
composed of: sulfadiazine (microcrystalline), 3.5 per cent 
(weight/volume) ; sulfamerazine (microcrystalline), 3 per cent, 
and sulfathiazole (microcrystalline), 3.5 per cent, in an aroma- 
tized aqueous suspension base. The preparation was given to 
28 selected patients mostly patients undergoing surgical treat- 
ment who required sulfonamide therapy. The initial dose was 
from 20 to 40 cc., representing from 2 to 4 Gm. of total sulfon- 
amide drugs followed by 10 cc., equivalent to 1 Gm., of total 
sulfonamide drugs every four hours. With this dose adequate 
blood levels were maintained. The incidence of crystalluria was 
extremely low even though no alkali was administered. In no 
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case was it necessary to discontinue drug treatment. The 
acetylation of the sulfonamide compounds in both blood and 
urine seems to be noticeably reduced. 


Cholesterol Metabolism in Coronary Thrombosis.— 
According to Morrison and his associates the role of fat in the 
diet has recently aroused widespread interest as to its effect in 
producing atherosclerosis, arteriosclerosis and coronary artery 
disease. Contradictory reports exist. Some investigators report 
hypercholesteremia in these diseases and others report normal 
blood cholesterol levels. The authors believe that these dis- 
crepancies may be accounted for by differences in technical 
procedures, sex and age variations, uncontrolled dietary habits 
during the study and clinical diagnosis of the disease subject 
to variability in interpretations. The authors studied a con- 
secutive unselected series of 200 patients with acute coronary 
occlusion for blood cholesterol and cholesterol ester levels within 
forty-eight hours after hospital admission. In 68 per cent of 
73 patients under 60 years of age with proved acute coronary 
occlusion hypercholesterolemia was present. In 52 per cent 
of 125 patients over 60 years of age with proved acute coronary 
occlusion a normal cholesterol level was found. The authors 
conclude that coronary thrombosis in patients under the age of 
60 is frequently associated with hypercholesterolemia and 
disturbances of cholesterol metabolism. 


Amyloidosis in Rheumatoid Arthritis—Unger and his 
associates point out that amyloidosis complicating rheumatoid 
arthritis was considered uncommon, but that there is reason to 
believe that the two conditions coexist more frequently. The 
fact that simultaneous occurrence was usually discovered at 
necropsy indicates a lack of awareness of the association. The 
authors examined the records of 58 patients with rheumatoid 
arthritis who came to necropsy. There were 4 cases in which 
amyloidosis could not be attributed to causes other than rheu- 
matoid arthritis. Despite the presence of suggestive clinical 
evidence of amyloidosis, the Congo red test had not been per- 
formed in these cases, since the diagnosis was not, suspected 
ante mortem. The postmortem examination showed amyloidosis 
of varying severity and distribution, involving -liver, spicen and 
kidney in every case and, in addition, in 1 case the adrenals, 
pancreas and heart. The authors searched for amyloidosis 
among 56 living patients with rheumatoid arthritis and found 
it in 6. Five of the 6 showed Congo red absorption ranging 
from 86 to 100 per cent one hour after injection. In the remain- 
ing case, 81 per cent of the injected dye was removed after one 
hour. It appears certain that amyloidosis was secondary to 
rheumatoid arthritis in 5 of the 6 cases. Albuminuria of varying 
degree was present in all of the patients. Of great interest was 
the low serum amino acid levels in all living patients. Earlier 
recognition of amyloidosis would permit testing the efficacy of 
the recently recommended therapeutic regimen of desiccated 
whole liver powder. 


American Journal of Medicine, New York 
5:321-478 (Sept.) 1948 

Study of Specialized Heart Tissue at Various Stages of Development of 
Human Fetal Heart. Jane S. Robb, C. T. Kaylor and W. G. Turman. 
—p. 324. ; 

*Abnormal Electrocardiograms in Absence of Demonstrable Heart Dis- 
ease. D. Littmann.—p. 337. 

Asymptomatic Heart Disease: 
Recruiting Period for Navy and Marine Enlistments. A. 
—p. 351. 

"Significance of Electrocardiographic Changes in 
M. Sokolow.—p. 365. 

Oxygen Therapy in Acute Rheumatic Carditis in Children. L. M. Taran 
and Nelly Szilagyi.—p. 379. : 

Effect of Oxygen Therapy on Electrical Sequence of Events in - 
Cardiac Cycle in Children with Acute Rheumatic Carditis. L. ™- 
Taran and Nelly Szilagyi.—p. 392. Wei 

Treatment of Pneumococcal Meningitis. G. W. Waring Jr. and L. Weim 
stein.—p. 402. 


Abnormal Electrocardiograms in Absence of Heart Dis- 
ease.—Littmann describes 9 instances of gross electrocardio- 
graphic abnormalities, largely concerned with precordial T 
waves, in persons without demonstrable heart disease. They 
were found over a period of approximately eighteen months 
during which time some 5,000 electrocardiograms were 
With 1 exception, these persons had no complaints referable to 
the heart. In that case the symptoms were considered to be due 
to cardiac neurosis and aerophagia. Essentially normal curves 


Observations Made During the Early 
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were eventually obtained in most of the subjects. The cause 
for the anomalies was demonstrated in several of the patients 
but remained obscure in the remainder. Littmann suggests that 
when abnormal curves are encountered without adequate sup- 
port of additional findings, the following extensions of electro- 
cardiographic technic should be made: (1) electrocardiograms 
with multiple chest leads employing the several standard 
indifferent points; (2) tracings recorded with the patient in 
various positions; (3) tracings made at various hours of the 
day, before and after meals; (4) curves obtained before and 
after exercise, and (5) serial tracings made over a period of 
weeks or months. 


Electrocardiographic Changes in Rheumatic Fever.—On 
the basis of illustrative cases Sokolow presents a critical 
appraisal of the value and limitation of electrocardiography in 
the diagnosis of rheumatic carditis. Cardiac enlargement, peri- 
carditis, cardiac failure, diastolic murmurs and unequivocally 
significant systolic murmurs are relatively infrequent in young 
adults with rheumatic fever, but abnormalities in the electro- 
cardiogram are the most frequent criteria of carditis. The most 
common abnormality in the electrocardiogram in rheumatic fever 
is a partial auriculoventricular block. This is present in 60 per 
cent of patients who show electrocardiographic abnormalities. 
Inversion of T;, Te or Ts, alone or in combination, represents 
the second most frequent abnormality, being found in 35 per 
cent of those patients in whom electrocardiographic abnor- 
malities are present. Abnormalities in the electrocardiogram 
other than conduction defects, S-T and T wave changes and 
major arrhythmias occur. Care must be exercised before inter- 
preting them as indicative of active carditis when they are 
presciit as the only abnormal electrocardiographic finding in a 
single tracing. Serial tests may permit proper interpretation. 
The electrocardiogram may reveal the polycyclic nature of the 
course of rheumatic fever in the absence of clinical evidence of 
polycyclic activity. This indicates the necessity of taking elec- 
trocardiograms early and frequently. Abnormalities in the 
electrocardiogram may indicate reactivation of the rheumatic 
process during convalescence when the patient is first allowed 
some physical activity. It is possible also that carditis presents 
clinical manifestations and yet presents no electrocardiographic 
abnormalities. 


American Journal of Physiology, Baltimore 


153:393-616 (June) 1948. Partial Index 

— of Thiouracil on Liver Regeneration. M. J. Fogelman and A. C. 
vy.—p. 397. 

Effect of Energy Intake on Heart Rate in Hyperthyroidism Induced by 
Feeding Thyroprotein. J. F. Sykes, T. R. Wrenn, L. A. Moore and 
J. W. Thomas.—p. 412. 

Thiamine Deficiency in Normal Rats and in Rats Made Diabetic with 
Alloxan. R. G. Janes and Joan Brady.—p. 417. 

Tryptophane and Blood Sugar Levels. F. Howard and R. Modlinger. 
—p. 425. 

High Levels of Dietary Potassium and Magnesium and Growth of Rats. 
P. B. Pearson.—p. 432. 

Inhibition by Histaminase of Gastric Secretion in Dogs. 
and C. R. Robertson.—p. 447. 

Influence of Gaseous Transfer Between Colon and Blood Stream on 
Percentage Gas Compositions of Intestinal Flatus in Man. R. S. 
Pogrund and F. R. Steggerda.—p. 475. 

Effect of Normal Blood Serum and Blood Serum from Neoplastic Dis- 
ease on Cell Proliferation in Bone Marrow Cultures. E. R. Norris 
and J. J. Majnarich.—p. 483. 

Effect of Pteridines and Blood Serum on Neoplastic Cell Culture In 
Vitro. E, R. Norris and J. J. Majnarich.—p. 492. 

Estimation of Changes in Plasma and Extracellular Fluid Volume Fol- 
lowing Changes in Body Content of Water and Certain Solutes, By 
Means of Osmometric Equation. A. V. Wolf.—p. 499. 

Capillary Permeability: Rate of Transcapillary Exchange of Iron Added 
to Plasma as Radioactive Ferric Beta-Globulinate. L. B. Flexner, 
_G. J. Vosburgh and D. B. Cowie.—p. 503. 

Vasoconstriction and Development of Irreversible Hemorrhagic Shock. 
H. C. Wiggers, R. C. Ingraham, F. Roemhild and H. Goldberg. 
—p. 511. 

Oxygen Saturation in Bone Marrow, and in Arterial and Venous Blood 
During Prolonged Hemorrhagic Erythropoiesis. W. C. Grant.—p. 521. 

Nature of “Unipolar” Extremity Leads in Dog. Lead VR. L. H. 
Nahum, H. M. Chernoff and W. Kaufman.—p. 529. 

Factors Involved in Production of Paroxysmal Ventricular Tachycardia 
Induced by Epinephrine. R. Lenel, A. Vanloo, S. Rodbard and L. N. 
Katz. —p. 553. 

Production of Experimental Heart Failure in Dogs with Intact Circula- 
tion. A. Roos and J. R. Smith.—p. 558. 

Joint Reflexes and Regulation of Respiration During Exercise. E. Gard- 
her and J. Jacobs.—p. 567. 

Effect of Acid-Base Changes on Experimental Convulsive 


M. I. Grossman 


Seizures. 


C. D. Hendley, H. W. Davenport and J. E. P. Toman.—p. 580. 


MEDICAL LITERATURE 


253 


American Journal of Psychiatry, New York 
105:1-80 (July) 1948 


Studies in Electronarcosis Therapy. I. Clinical Evaluation. K. M. 
Bowman and A. Simon.—p. 15. 

Brief Stimulus Therapy: Physiological and Clinical Observations. W. T. 
Liberson.—p. 28. 

Significance of Changes in Electroencephalogram Which Result from 
Shock Therapy. Margaret A. Kennard and M. D. Willner.—p. 40. 

The Problem Soldier and the Army. J. M. Caldwell Jr.—p. 46. 

Psychoses Occurring Among Psychopathic Personalities in Association 
with Inelastic Situations Overseas. H. S. Ripley and S. Wolf.—p. 52. 

Sterilization of Psychotic Patients Under State Laws. C. J. Gamble. 
—p. 60. 

Penicillin Therapy in General Paresis. G. D. Weickhardt.—p. 63. 


American Journal of Public Health, New York 
38:1201-1360 (Sept.) 1948 


Developments in Child Psychiatry in United States. F. H. Allen. 
—p. 1201. 

Newly Proposed Staining Formulas for Direct Microscopic Examination 
of Milk. B. S. Levine and L. A. Black.—p. 1210. 

Bacteriological and Epidemiological Data on Typhoid Fever in Ams- 
terdam. A. Charlotte Ruys.—p. 1219. 

New and Rapid Method for Preparation and Standardization of Brucella 
Ring Test Antigen. R. M. Wood.—p. 1225. 

Effectiveness of Compound G-11 in Reducing Pyogenic Skin Infections. 
J. R. Fuller, C. A. Newhall, F. C. Thorne and E. F. Traub.—p. 1228. 

How Long Does Immunity to Diphtheria Last? FE. Ejichelberger. 
—p. 1234. 

Relationship of Training, Sanitation Personnel, and Environmental Con- 
trol: Philosophical Approach. W. T. Ingram.—p. 1239. 

Medical Care Plans for Industrial Workers and Their Relationship to 
Public Health Programs. Lee Janis and M. I. Roemer.—p. 1245. 
Community Resources for Health Education—How Well Are They Being 
Utilized in School Program? Discussed by Voluntary Agency Health 

Educator. B. J. Roberts.—p. 1254. 

Id.: Diseussed by Health Officer. G. James.—p. 1258. 

Presence of Neutralizing Antibodies of Newcastle Disease Virus in 
Human Sera. Beatrice F. Howitt, L. K. Bishop and R. E. Kissling. 
—p. 1263. 


Am. J. Syphilis, Gonorrhea and Ven. Dis., St. Louis 
32:409-508 (Sept.) 1948 


*Necessity for Treatment of Pregnant Syphilitic Women During Every 
Pregnancy. Mary S. Goodwin and Mary S. Farber.—p. 409. 
Rate of Development and Degree of Acquired Immunity in Experimental 


Syphilis. H. J. Magnuson and Barbara J. Rosenau.—p. 418. 
Experimental Gonococcal Infection of Rabbit's Eye. C. P. Miller. 
—p. 437. 


*Procaine Penicillin G in Gonorrhea: Experimental Evaluation with 
Observations on Blood Levels and Urinary Excretion after Small 
Doses. H. A. Tucker and M. T. Hoekenga.—p. 445. 

Comparison of Effectiveness of Crystalline Penicillin with Crystalline 
Penicillin Plus Enhancement Factor in Treatment of Gonorrhea. H. L. 
Hirsh, H. Welch, M. Puzak and others.—p. 452. 

Extragenital Granuloma Inguinale: Report of Case. 
—p. 458. 

Evaluation of Treatment of Paretic Neurosyphilis. 
—p. 461. 

*Treatment of Neurosyphilis with Combination of Malaria and Penicillin. 
R. R. Kierland, P. A. O’Leary and L. J. Underwood.—p. 470. 

Phenomena of, Disease in Rabbits Fed Cholesterol and Infected with 
Treponema Pallidum: Progress Report. C. N. Frazier, C. D. Boyd, 
E. Grunwaldt and others.—p. 480. 

Fever and Penicillin Therapy in Treatment of Congenital Syphilitic 
Interstitial Keratitis: Preliminary Report of Nine Cases. I. D. 
London and R. O. Noojin.—p. 483. 

Gumma of Skeletal Muscle: Report of Case. R. R. Kierland and L. J. 
Underwood.—p. 491. 

Treatment of Pregnant Syphilitic Women. — Goodwin 
and Farber observed 363 women with varying types of syphilitic 
infection of three months’ to forty years’ duration who previ- 
ously received metal chemotherapy through 570 subsequent 
pregnancies in which further antisyphilitic treatment was pur- 
posely omitted. Twenty-two women, all of whom were origi- 
nally treated with penicillin for early syphilis, were observed 
through 26 subsequent pregnancies in which further antisyphilitic 
treatment was purposely omitted. Of the 596 infants born of 
these pregnancies during which the mothers were not treated, 
548 (92 per cent) were born alive. Twenty of the 48 infants 
stillborn or miscarried were examined at necropsy. Evidence 
of syphilis in the fetus was found in none. Of the 548 infants 
born alive 458 were followed for more than two months after 
birth; 257 were followed for more than a year and 141 for 
more than three years. All of these children are normal and 
nonsyphilitic. These data indicate that it is not necessary to 
administer antisyphilitic treatment to a syphilitic woman during 
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every pregnancy and that there is a high degree of probability 
that the infant will be normal if maternal treatment is with- 
held, provided that the mother has previously received 4.0 Gm. 
or more of arsphenamine together with concomitant bismuth 
compound, or 2,400,000 units or more of penicillin, that she 
shows no clinical signs of active syphilitic infection and that 
her blood serologic tests for syphilis are negative in result or, 
if still seropositive, in low titer only (1 to 8 dilution units). A 
syphilitic woman should be further treated in any pregnancy 
in which she herself shows clinical evidence of active syphilitic 
infection or in the absence of such evidence, she 
herself has a positive blood serologic reaction for syphilis in a 
quantitative titer of 16 or more dilution units. 


which, in 


Procaine Penicillin G in Gonorrhea.—Tucker and his 
co-workers treated 39 men and 11 women with uncomplicated 
acute gonococcic cervicitis or urethritis by single intramuscular 
gravimetric injections of crystalline procaine penicillin G in 
sesame oil containing either 100, 125, 175, 250 or 500 units (0.1 
to 0.5 mg.) per kilogram of body weight. Serums and urine 
specimens were taken at appropriate intervals and assayed for 
penicillin activity. Cultures and smears for Neisseria gonor- 
rheae were obtained before treatment and three, six, twenty-four 
and forty-eight hours after the injection. Patients clinically 
well and bacteriologically negative at the forty-eight hour period 
were Serum concentrations of penicillin G 
were proportional to the dosages given one hour after treatment 
Percentage cumulative recovery of penicillin 
in the urine was approximately the same ove. the 2.5 fold 
studied. A dosage of 100 units ,er kilogram 
failed consistently to cure. The amount of procaine penicillin G 
which cured one half the patients treated was approximately 
175 units per kilogram. All patients who were given 250 units 
per kilogram of body weight attained clinical and bacteriologic 
Since the entire range from 
cure to obvious clinical failure embraced only a 2.5 fold increase 
in dosage and since the practicing physician or clinic director 
is not interested in the “minimal curative dosage” but in the 
smallest dosage which may be relied on to cure consistently 
uncomplicated acute gonorrhea, a routine therapeutic dosage of 
0.5 mg. per kilogram may be recommended. For the average 
adult this would represent approximately 0.12 cc. of the 300,000 
units per cubic centimeter concentration of procaine penicillin G. 

Treatment of Neurosyphilis with Malaria and Peni- 
cillin.—Kierland and his co-workers treated 76 patients, 59 men 
and 17 women, the majority of whom were aged 40 or more, 
who neurosyphilis, with a combined course of 
malaria and penicillin. Spinal fluid examinations reveal that 
40 of the 76 patients had the most active and abnormal fluids 
before treatment, while 1 patient was classified similarly when 
“Arrested” type of spinal fluids. was observed 
malaria-penicillin treatment, while 48 
similar findings after treatment. Sixty-seven 
patients had minimal abnormalities, arrested condition or 
normal fluids after treatment. In general a higher per- 
centage of paretic patients had abnormal reactions following 
treatment than of any other group. Three patients had a 
relapse in the cell count after an initial return to normal. 
The clinical response was satisfactory in 44 of the 63 patients 
who had symptomatic neurosyphilis before treatment, and 4 of 
these 63 patients were clinically worse than before treatment. 
Only 3 of 7 patients with symptomatic optic atrophy had some 
improvement of vision, while 28 of 35 patients with sympto- 
matic paresis and taboparesis had satisfactory clinical responses. 
The lapse of time seemed to improve the clinical results. 
Part of this apparent improvement with longer. period of 
observation after treatment is due to the selection of some 
cases earlier for further treatment because of incomplete re- 
sponse to initial therapy. Combination of malaria and peni- 
cillin is the treatment of choice in severe parenchymatous 
types of neurosyphilis. Patients with the milder forms of 


considered cured. 
and subsequently 


dosage range 


cure by the forty-eighth hour. 


had severe 


last examined. 
n 4 patients 
patients had 


bef« re 


neurosyphilis, such as asymptomatic and meningeal syphilis, 
may first be given the advantage of one or two courses of 
penicillin alone. 
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American Journal of Tropical Medicine, Baltimore 
28:515-628 (July) 1948. Partial Index 


Arthropod-Borne Virus Encephalitides. W. McD. Hammon.—p. 515. 

Exoerythrocytic Stages of Malarial Parasites. C. G. Huff.—p. 527. 

Fate of Leishmania Donovani and Leishmania Tropica in Reduviid Blood- 
Sucking Insect, Triatoma. A. A. Packchanian.—p. 537. 

Pneumo-Peritoneum in Diagnosis of Amebic Liver Abscess. R. 
Clark, Z. T. Bercovitz and R. F. Jones.—p. 545. 

Visceral Leishmaniasis (Kala-Azar): Report of Case. 
and C. G. Spicknall.—p. 551. 

Chemotherapy of Lymphogranuloma Venereum. G. Rake.—p. 
Bilharzial Disease of Bladder as Determined at Autopsy, with Particular 
Reference to Its Diagnosis by Mucosal Snips. M. Gelfand.—p. 563. 
Molluscan Intermediate Host and Schistosomiasis Japonica: II. Obser. 
vations on Production and Rate of Emergence of Cercariae of Schisto- 
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555. 


soma Japonicum from Molluscan Intermediate Host, Oncomelania 
Quadrasi. P. M. Bauman, H. J. Bennett and J. W. Ingalls Jr. 
—p. 567. 


Use of Phenyl Arsenoxide in Treatment of Wuchereria Bancrofti Infec- 
tion. N. D. Thetford, G. F. Otto, H. W. Brown and T. H. Maren. 
—p. 577. 

Tentative Report on Expanded Murine Typhus Fever Control Operations 
in Southern States. J. S. Wiley and R. F. Fritz.—p. 589. 

Laboratory Evaluation of Repellents and Toxicants as Clothing Treat- 
ments for Personal Protection from Fleas and Ticks. C. N. Smith 
and D. Burnett Jr.—p. 599. 


American Practitioner, Philadelphia 

3:1-64 (Sept.) 1948 

Life Situations, Emotions and Gastric Function: 

and H. G. Wolff.—p. Be 

Diagnosis and Treatment of Toxic Goiter. E. F. Fowler.—p. 15. 

Diphtheritic Myocarditis. B. R. Gendel.—p. 24. 
Edema of Lungs. A. L. Barach.—p. 27. 

Value of Conservative Surgery of Pelvic Organs. 
Newer Narcotics. N. B. Eddy.—p. 37. 


S. Wolf 


A Summary. 


W. M. Allen.—p. 34. 


American Review of Tuberculosis, New York 
58:1-138 (July) 1948 


Functions of Nerves in Lungs and Thoracic Wall. 
—p. 1. 

Thoracoplasty and Pulmonary Resection in Treatment of Tuberculous 
Tracheobronchitis. A. R. Curreri, J. W. Gale, H. A. Dickie and 
B. J. Longley.—p. 15. 

Extrapleural Pneumothorax: Five Year Study. 
Samson and M. E. Childress.—p. 22. 

*Streptomycin in Treatment of Tuberculous 
—p. 35. 

Prophylactic Administration of Streptomycin Before and After Major 
Thoracic Surgical Operations. P. C. Samson.—p. 38. 

Intrapleural Pneumonolysis. J. Goorwitch.—p. 42. 

Bagassosis: Review. A. L. Koven.—p. 55. 

Veterans Administration Tuberculosis Division 


C. K. Drinker. 


E. P. Smart, P. C. 


Sinuses. B. L. Brock. 


1945-1947: Progress 


Report. J. B. Barnwell.—p. 64. 

*Complete Community Survey for Tuberculosis. Second Report on Effec- 
tiveness of Procedure as Method of Tuberculosis Control. R. Davies, 
G. A. Hedberg and M. Fischer.—p. 77. 

*Pathology of Reinfection: Some Sources of Diagnostic Errors. W. Pagel 


and C. H. C. Toussaint.—p. 85. ’ 
Sarcoidosis Following Primary Tuberculosis: Case Report. J. S. Hiatt Jr. 
—p. 98. — 
Correlation of Radioactivity of Suspensions of Tubercle Bacilli with 
Their Turbidity. Method of Estimating Weight in Doses of T ubercle 
Bacilli. A. Kaplan, J. Traum and R. A. Bankowski.—p. 102. 
Streptomycin in Experimental Guinea Pig Tuberculosis. M. I. Smith, 
E. W. Emmart and W. T. McClosky.—p. 112. : 
Action of Gastric Contents on Tubercle Bacilli. Virginia M. Schwarting. 
—p. 123. 


Subeffective Dose of Streptomycin in Experimental Tuberculosis of 


Guinea Pigs. A. G. Karlson and W. H. Feldman.—p. 129. 
Pneumoperitoneum. K. S. Howlett Jr.—p. 134. 

Streptomycin Treatment of Tuberculous Sinuses.— 
Brock treated 12 patients with a total of sixty draining 
cutaneous tuberculous sinuses by intramuscular administra- 
tion of 1.8 Gm. of streptomycin daily in divided doses of 
0.3 Gm. every four hours. Six of the ‘ patients received 
treatment for ninety days; the remainder were treated for 
one hundred and fifty days with an interruption of three 
weeks after the first ninety days. Headache and dizziness 
were observed rather regularly; 3 patients had a febrile re- 
action shortly after the administration of the drug and 4 
patients showed eosinophilia (over 5 per cent) which per- 
sisted throughout the treatment. None of these toxic reactions 
was severe enough to justify discontinuance of the drug. 
Soon after the start of the treatment 11 of the 12 patients 
showed clinical signs of improvement manifested by a sense 
of well-being, increase in appetite and gain in weight. Nine 
of the sixty sinuses closed within one to four weeks, and nine 
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within six to eight weeks, after streptomycin therapy was 
started. Thirty sinuses closed between the tenth and the 
twelfth week of treatment and 11 closed within thirteen to 
twenty weeks of the start of treatment. Closure was more 
prompt when free drainage was present. Of the sixty 
original draining sinuses only one continues to drain eight 
months since streptomycin was started, but even this sinus 
is showing definite improvement. The series has not been 
followed for a sufficient period to determine whether strep- 
tomyein has produced a permanent closure of the sinuses, but 
the promptness with which they healed following initiation 
of treatment was outstanding. 


Community Survey on Tuberculosis Morbidity.— 
Davies and his co-workers made a complete community 
roentgenologic survey for tuberculosis in Ely, Minn., a village 
of approximately 6,000 persons, and the surrounding rural area 
in 1943. Of the 5,672 persons with roentgenograms of the chest 
which were considered negative for reinfection type tuber- 
culosis in 1943, 4,206 were reexamined in 1946 and were 
again found to have negative roentgenograms. No one in 
Ely the roentgenogram of whose chest was negative for 
reinfection tuberculosis in 1943 has been demonstrated to have 
contracted the disease since. One hundred and eight (72 per 
cent) of the 149 persons who had evidence of apparently 
inactive tuberculosis in 1943 were reexamined in 1946 and 
showed no significant change in the observations. The fact 
that, of the 41 persons not reexamined in 1946, 15 had had 
recent satisfactory roentgenograms of the chest, 11 had moved 
away from the community and only 9 who remained in the 
community were not reexamined, chiefly because they were 
uncooperative, is a rough measure of the adequacy of the 
follow-up program. Fourteen persons were classified as 
havine had active or suspected active tuberculosis in 1943. In 
the 1946 survey, 6 persons (0.09 per cent of the population) 
were classified as having active or suspected active tuber- 
culosi The survey, which included examination of a high 
percentage of the population, hospitalization of patients with 
active disease and adequate follow-up examination of those 
with apparently inactive disease, has been followed by a sharp 
drop in the incidence of new cases of tuberculosis. This is the 
second time such a result has been demonstrated. A community 
survey of this type is a practicable method of tuberculosis 
control. In the community studied, most cases of clinical 
pulmonary tuberculosis which have occurred in recent years 
have apparently been the result of recent exogenous infection. 


Pathology of Reinfection.—Pagel and Toussaint define 
reinfection as a tuberculous infection occurring in a person in 
whom a previous primary infection is anatomically healed. 
In the diagnosis of reinfection in tuberculosis sources of error 
may arise. Four cases of apparently recent changes of en- 
dogenous origin from an obsolete lesion in 2 male and 2 
female patients between the ages of 6% and 54 years are 
reported, illustrating the fallacy of the argument that ob- 
solescence and ossification exclude a lesion as the original 
source of still fresh and progressive tuberculous changes. 
Three cases of long persistence of the “soft state” of the 
focus at the site of entry of the tubercle bacilli or of the 
homologous caseous focus in the regional lymph nodes or in 
both constituents of the primary complex in 3 women and 
| man between the ages of 17 and 43 are reported which 
demonstrate. that decided differences in quality between two 
foci—firmly calcified as against caseous—do not exclude their 
being closely related to each other; these differences do not 
Provide evidence in themselves that the fresh looking lesion is 
due to new infection from without. Consequently, delayed 
talcification of both parts or synchronous calcification of one 
constituent of the primary complex may be another sourse 
of erroneous diagnosis. One case in a man aged 25 is presented 
im which a cavity healed at the time of observation after having 
given rise to bronchogenic phthisis. The clinical and post- 
Mortem roentgenograms closely simulated reinfection, which 
Was only disproved by microscopic examination of the hilar 
lymph nodes. 
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Annals of Internal Medicine, Lancaster, Pa. 
29:221-402 (Aug.) 1948 


Streptomycin in Treatment of Tuberculosis. J. B. Amberson and W. H. 
Stearns.—p. 221. 

*Urinary Excretion of Radioactive Iodine as Aid in Diagnosis of Hyper- 
thyroidism. Janet W. McArthur, R. W. Rawson, R. G. Fluharty and 
J. H. Means.—p. 229. 

*Pathogenesis of Human Brucellosis with Respect to Prevention and 
Treatment. W. W. Spink.—p. 238. 

Hoarseness in Heart Disease. J. L. Thompson Jr. and A. D. Kistin. 
—p. 259. 

Studies on Venous Pressure in Hepatic Cirrhosis. 
G. E. Burch.—p. 274. 

*Acute Mercury Poisoning: Treatment with BAL and in Anuric States 
with Continuous Peritoneal Lavage. R. Batson and J. C. Peterson. 

p. 278. 

Electrocardiographic Changes in Diphtheria. 
Hoffman and P. J. FitzGerald.—p. 294. 
Boeck’s Sarcoid: Observations on Seven Patients, One Autopsy. G. S. 

Bates and J. M. Walsh.—p. 306. 

Changing Concepts of Disease. K. Menninger.—p. 318. 

Animal Kingdom, Reservoir of Human Disease. K. F. Meyer.—p. 326. 

Urinary Excretion of Radioactive Iodine in Hyper- 
thyroidism.—McArthur and her associates attempted to eval- 
uate the clinical usefulness of the measurement of radioactive 
iodine excretion by defining more precisely the range of excre- 
tion to be anticipated in nonthyrotoxic persons and in patients 
with hyperthyroidism. Tracer doses (2 to 160 micrograms) of 
sodium iodide labeled with radioactive iodine (1'*!) the specific 
activity of which varied from 50 to 2,000 microcuries (in the 
majority of instances the activity was 100 microcuries) were 
administered orally to patients. Urine was collected for forty- 
eight hours following the administration of the labeled iodine, 
and the percentage excretion determined from the specific 
activity of an aliquot. The mean urinary excretion of radio- 
active iodine by 22 thyrotoxic patients was 25 per cent, range 
7 per cent to 45 per cent. The mean urinary excretion of 
radioactive iodine by 30 nonthyrotoxic patients was 60 per cent, 
range 23 per cent to 98 per cent. There is considerable over- 
lapping in the radioactive iodine excretion between thyrotoxic 
and nonthyrotoxic persons in the range 20 to 40 per cent. The 
finding of a low urinary excretion of radioactive iodine aided 
in establishing the diagnosis of Graves’ disease in clinically 
equivocal cases. The finding of a high urinary excretion of 
radioactive iodine was of assistance in excluding Graves’ disease 
in borderline cases in which a truly basal metabolic rate could 
not be obtained. Specifically, the exclusion of Graves’ disease 
has been facilitated in patients exhibiting hypermetabolism due 
to alcoholism, anxiety, compensated hypertensive cardiovascular 
disease, parkinsonism, pheochromocytoma and_ thyrotoxicosis 
factitia. In that group of patients exhibiting an intermediate 
(20 to 40 per cent) excretion of radioactive iodine, the diag- 
nosis of Graves’ disease must be established by other clinical 
and laboratory findings. Search for external gamma radiation 
with the Geiger-Miiller counter following the administration 
of a tracer dose of radioactive iodine enables the location of 
thyroid tissue to be established when doubt exists. 


Pathogenesis of Human Brucellosis.—According to Spink 
there are indications that brucellosis is on the increase both in 
domestic animals and in human beings. Human brucellosis is 
a major problem in public health in some sections of this 
country. The reservoir of the disease resides in domestic 
animals, especially cattle, swine and goats. The disease is 
transmitted either directly or indirectly to human beings from 
infected animals, and rarely, if at all, from human being to 
human being. Intracellular parasitism results from the invasion 
of tissues by Brucella resulting in the characteristic, but not 
specific, tissue reaction of proliferation of epithelioid cells and 
giant cells. Complications include destructive osseous lesions, 
subacute bacterial endocarditis, encephalitis and grossly sup- 
purative lesions. Hypersensitivity of the tissues to an antigen 
or antigens of Brucella is a constant feature of brucellosis, and 
the symptom complex of the disease may depend, in part at 
least, on this state of hypersensitivity. The most satisfactory 
treatment to date for both acute and chronic cases of brucellosis 
is a combination of streptomycin and sulfadiazine. Thus far, 
17 patients have been treated with a maximum follow-up period 
of one year. The clinical course of brucellosis is shortened by 
this combined therapy. The combination is effective against 
such complications of brucellosis as subacute bacterial endo- 
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carditis and spondylitis. Optimum doses remain to be worked 
out, but at present it is recommended that 0.5 Gm. streptomycin 
be given intramuscularly every six hours for two weeks. At 
the same time that therapy with streptomycin is started, 3 to 
4 Gm. of sulfadiazine should be administered orally, and then 
1 Gm. every four hours for a total of two weeks. The ultimate 
elimination of human brucellosis depends on eradicating the 
disease from domestic animals. 


Acute Mercury Poisoning.—Batson and Peterson present 
the history of a patient with severe mercury poisoning who 
was treated with BAL (2,3-dimercaptopropanol) and whose 
prolonged anuria was combated successfully by peritoneal irri- 
gation. BAL should be administered immediately, preferably 
in the emergency room or home, to patients who are suspected 
of having ingested bichloride of mercury. The initial injection 
should be 3.5 to 4.5 mg. per kilogram of body weight followed 
in two hours by 2 to 3 mg. per kilogram and at intervals of 
six hours by four additional doses of 2 to 3 mg. per kilogram. 
Thereafter one should administer 2 to 3 mg. per kilogram twice 
daily until all evidence of poisoning has disappeared. Gastric 
lavage should be carried out immediately. Four per cent 
sodium bicarbonate solution is probably as effective as any 
other solution in the removal of excess mercury. Colonic flush- 
ings should be done approximately twice daily. In cases of 
severe poisoning every effort should be made to prevent shock. 
This requires administration of whole blood, plasma and crystal- 
loid solutions. The fluid and electrolyte balance should be 
maintained and dehydration or edema should be prevented. Fre- 
quent determinations of blood nonprotein nitrogen, plasma car- 
bon dioxide-combining power, plasma proteins, plasma chloride 
and hemoglobin are necessary in adjusting the regimen. In 
patients who are anuric, peritoneal irrigation may effectively 
remove metabolic wastes until renal function returns. 


Annals of Surgery, Philadelphia 
128:161-320 (Aug.) 1948 


Causalgia Following Gunshot Injuries of Nerves: Role of Emotional 
Stimuli and Surgical Cure Through Interruption of Diencephalic 
Efferent Discharge by Sympathectomy. J. C. White, W. W. Heroy 
and E,. N. Goodman.—p. 161. 

Effect of Vagotomy and of Drugs on Gastric Motility. R. W. Postleth- 
wait, H. V. Hill Jr., J. R. Chittum and K. S. Grimson.—p. 184. 

"Pure Serum Albumin Compared with Citrated Plasma in Therapy of 
Chronic Hypoalbuminemia, R. Elman, F. J. Kelly and D. H. Simon- 
sen.—p. 195. 

*Strangulated Diaphragmatic Hernia. B. N. 
p. 210 

Reconstruction of External Ear. H. Conway, C. G. Neuman, J. Gelb 
and others.——-p. 226 

Choledochus Cyst: Case Report with Brief Comment. 

p. 240. 

Internal Hernia with Strangulation of Bowel Due to Defect in Falciform 
Ligament. J. Gaster.—p. 248, 

Acute Torsion of Gallbladder. F. X. Haines and J. T. Kane.—p. 253. 

Saddle Embolus of Aorta: Report of Successful Embolectomy. J. L. 
Keeley.—p. 257. 

Histochemistry of Burned Human Skin with Note on Base Exchange in 
Traumatized Tissue. F. D. Moore, R. D. Evans and Margaret R. 
Ball.—p. 266. 

Polypoid Adenomatosis of Entire Gastro-Intestinal Tract. M. M. Ravitch. 
—p. 283. 

jm of Small Intestine: Miller-Abbott Tube Determines Site of 
Massive Hemorrhage. J. B. Stewart.—p. 299. 

Recurrent Primary Thrombocytopenic Purpura with Accessory Spleens: 
Review of Literature. P. Thorek, R. Gradman and J. S. Welch. 

Pp. 304, 

Streptomycin in Surgical Infections. Part VI. Lung Abscess and 

Empyema. E. J. Pulaski and T. T. White.—p. 312. 


Pure Serum Albumin or Plasma in Chronic Hypo- 
albuminemia.—Comparable injections of twice concentrated 
plasma and of 25 per cent salt-poor human albumin were studied 
by Elman and his associates in 22 patients with various diseases 
having in common malnutrition and hypoalbuminemia. Both 
solutions caused an immediate and similar increase in albumin 
concentration, in total circulating albumin and in plasma volume. 
However, significant differences were apparent within twenty- 
four hours. The concentration of albumin was more sustained 
with the solution of pure albumin than with plasma. Pure 
albumin produced no increase in venous pressure, whereas 
plasma did, particularly when a reaction occurred. No reac- 
tions occurred with albumin in contrast to their frequency with 
plasma. The pure albumin solution was more effective than 
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plasma in inducing diuresis with weight loss and relief of 
edema. Solutions of 25 per cent salt-poor albumin would seem 
to be far superior to plasma in the treatment of nutritional 
hypoalbuminemia. 

Strangulated Diaphragmatic Hernia.—Carter and Giuseffi 
had their attention drawn to strangulated diaphragmatic hernia 
by observations on 2 cases observed within one year. They were 
able to collect 39 cases of strangulated diaphragmatic hernia, to 
which they added 4 cases from the Cincinnati General Hospital. 
Diaphragmatic hernias have been classified as congenital, 
acquired and traumatic types. Strangulation is most frequent 
in the traumatic type. Of the 43 cases with strangulation 
34 were traumatic. Traumatic diaphragmatic hernia showed an 
increased incidence during and immediately after the first world 
war, and will undoubtedly show a similar tendency after the 
recent conflict. The following should suggest the diagnosis 
of a strangulated diaphragmatic hernia: (1) signs of acute 
gastrointestinal obstruction; (2) a history of an old injury; 
(3) physical findings referable to the left side of the thorax, 
particularly cardiac shift to the right and, on occasion, bloody 
fluid on aspiration, and (4) roentgenologic evidence of a high 
left diaphragm. The treatment of strangulated diaphragmatic 
hernia is emergency surgery. The advisability of utilizing the 
transthoracic route is emphasized. Such an approach is espe- 
cially suited for small hernias since it allows the operator to 
investigate the diaphragm under excellent visual concitions. 
When there is no strangulation of the viscera the incision is 
adequate for the reduction of the organs and successful repair 
of the hernia. When a large amount of viscera has been 
strangulated the thoracic incision should be extended across the 
costal margin into the abdomen. 


Archives of Neurology and Psychiatry, Chicago 
59: 445-556 (April) 1948 


"Injury of Central Nervous System Resulting from Decompression to 
Simulated High Altitudes. R. L. Masland. —p. 445. 

Clinical Aspects of Cerebral Cysticercosis. S. Obrador.—p. 457. 

Modification by Curare of Circulatory Changes During Electrically 
Induced Convulsions in Man: Note on D-Tubocurarine. M. 
Altschule and K. J. Tillotson.—p. 469. 

Fall in Plasma Protein Level Associated with Rapid Gain in Weight 
During Ccurse of Electroshock Therapy. M. D. Altschule, J. E. Cline 
and K. J. Tillotson.—p. 476. 

Reflex Studies in Electroshock Treatment. N. Savitsky and W. Karliner. 


soditeation of Meningeal Signs by Concomitant Hemiparesis. M. W. 
Thorner.—p. 485. 
Effect of Optic and Acoustic Stimuli on Cortex and Hypothalamus Under 
Conditions of Picrotoxin Convulsion. E. Gellhorn and H. M. Ballin. 
e+ Syndrome. A. D. McCoy and H. C. Voris.—p. 504. _ 
Follow-Up Study of Men with Penetrating Injury to Brain. J. A. Aita. 
°Stoat Electroshock Therapy of Psychoses. H. S. Rubinstein.—p. 517. 
Effect of High Altitudes on Central Nervous System. 
—Masland says that during the course of altitude training 
neurologic reactions have been observed in an altitude chamber. 
Symptoms tend to develop in two phases. The first, or 
“primary,” reaction occurs during decompression or immediately 
after return to normal atmospheric pressure. These symptoms 
are usually transitory and mild. The second, or “delayed,” 
phase of the reaction develops from two to twelve hours after 
“descent,” at a time when the subject may have appeared com 
pletely recovered from the early symptoms of his experience. 
The delayed symptoms are often persistent and severe. A given 
subject may show only a “primary” reaction or only a “delayed 
reaction, or both. Case reports to illustrate these reactions are 
presented. The primary type of reaction is due to the lodgment 
of air bubbles within the cerebral vessels. It is possible that 
vasospasm resulting from the lodgment of the bubble may be 
an additional factor in the development of symptoms. The 
delayed reaction is also vascular in origin and results from a 
change in permeability of the vascular wall secondary to its 
occlusion during the flight. On the disappearance of bubbles 
after descent the damaged vessels become dilated ; the blood is 
stagnant and the walls are permeable. Leakage of fluid results 
in cerebral edema and diffuse disturbance of cerebral function. 
Symptoms usually progress slowly over a period of two to 
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twenty-four hours from a circumscribed paresis, or moderate 
intellectual impairment with confusion, to severe paralysis and 
deep coma. The symptoms remain at their peak for twenty- 
four to thirty hours; then, if recovery is to take place, they 
gradually regress. In fatal cases, death has occurred from 
thirty-nine to seventy hours after the onset of symptoms. At 
necropsy flattening of the convolutions, a gelatinous exudate 
and, occasionally, small hemorrhages are noted. Aring has 
described under the term “vasoparalysis” a similar reaction of 
the cerebral vessels following embolism. It is thus probable 
that the delayed neurologic reaction represents a form of cere- 
bral edema, comparable to the pulmonary edema seen in the late 
“shock” reaction, and resulting from capillary and tissue injury 
caused by cerebral aeroembolism and vasospasm at the time of 
flight. 

Sleep-Electroshock Therapy.—Rubinstein points out that 
soon after the introduction of electroshock treatment it became 
apparent that this method was inapplicable to a number of 
patients who might otherwise have been expected to profit from 
such) treatment. Such patients include those who have acquired 
a iear of the treatment and those who react to electroshock 
with psyehomotor irritability. It is the purpose of this com- 
munication to describe the method whereby both these diffi- 
culties were successfully circumvented. The method consists 
in the intravenous injection of 2.5 to 5 per cent thiopental 
sodium prior to the application of the electric current. No 
complications have been observed in the course of over five 
hundred treatments. On the contrary, by the careful gaging 
of the depth of anesthesia, one may selectively evoke minor, 
medium or major reactions. 


Archives of Otolaryngology, Chicago 
47:379-550 (April) 1948 


The Uvula: Its Structure and Function and Its Importance. 
Richardson and E. M. Pullen.—p. 379. 

Com!nned Septal Resection and Rhinoplasty for Restoration of Nasal 
Respiratory Function. S. Kaplan.—p. 395. 

Rhinoplasty: Use of Methyl Methacrylate Implants. J. A. B. Holt and 
R. S. Lloyd.—p. 406. 

Traumatic Lesions of Larynx. M. G. Lynch.—p. 413. 

Nonregeneration of Mucous Membrane of Frontal Sinus after Its 
Surgical Removal (In Dog). G. E. Lieberman and J. W. Babb. 
—p. 421. 

Chorda Tympani Nerve Graft: Preliminary Report of New Technic 
Used in Surgical Fenestration of Labyrinth. S. Rosen.—p. 428. 

Diagnosis of Scleroma. M. G. Levine and R. E. Hoyt.—p. 438. 

Hemorrhage in Deep Infections of Neck: Review, with Report of 2 
Cases. M. D. Grant and G. B. Gilmore.—p. 446. 

Acute Laryngotracheobronchitis: Further Studies on Treatment. F. W. 
Davison.—p. 455. 

Disturbances of Olfaction Resulting from Intranasal Use of Tyro- 
thricin: Clinical Report of 7 Cases. E. M. Seydell and W. P. 
McKnight.—p. 465. 

Blast Injuries of Ears. O. Friedman.—p. 471. 

General Review of Dr. George E. Shambaugh’s Contribution to Otology. 
J. G. Wilson.—p. 485. 

Calcium and Phosphorus, and Phosphatase Activity, in Otosclerosis. 
E. P. Fowler.—p. 491. 

Otitis Media and Complications. B. R. Dysart.—p. 509. 


G. S. 


Archives of Surgery, Chicago 
56:445-562 (April) 1948 
Use of Defunctionalized Loop of Jejunum in Biliary and Pancreatic 
Surgery. L. W. Peterson and W. H. Cole.—p. 445. 
Recovery of Sensation in Split Thickness Skin Grafts: Study on 187 
2 Cases. G. A. Kernwein.—p. 459. 
Tyrothricin as Antibiotic. S. A. Lask.—p. 475. 
Management of Paralyzed Bladder. G. O. Baumrucker.—p. 484. 
Congenital Cystic Dilatation of Common Bile Duct: Report of Case. 
J. L. Keeley.—p. 508. 
Comparative Results in Operations for Pilonidal Cysts. 
—». $16. 
Habitual Dislocation of Shoulder Joint. F. W. Hark.—p. 522. 
Complications of Gastroenterostomy. F, Sharer.—p. 528. 
“Topical Use of Streptomycin in Peritonitis. H. S. Morton and F, Smith. 
—p. 538. 
Intussusception of Appendix. C. B. Puestow and W. E. Looby.—p. 544. 
Obstruction of Common Duct by Stone. W. H. Cole and staff.—p. 952. 


Tyrothricin as Antibiotic.—Lask treated locally with 
yrothricin 10 patients who had granulating wounds, in 
Preparation for skin grafts. Cultures of material from the 
wounds were made at frequent intervals. Streptococci were 
rapidly eliminated. In 1 case the granulating area resulting 
a burn measured approximately 40 per cent of the total 


B. B. Larsen. 


CURRENT MEDICAL LITERATURE 


257 


surface. Tyrothricin was applied every day over the total 
area for approximately one month with no toxic effect. In 
addition, a series of 15 patients with chronic ulcers of the leg 
were treated by local application of tyrothricin. The cause 
of the lesion in 14 of the patients was thrombophlebitis; in 1 it 
was trauma. All patients were given ambulatory treatment. 
Healing took place in 9 patients within four to twelve weeks, 
although recurrence developed in 2. It was noted that when 
Pseudomonas bacilli were present in large numbers the 
tyrothricin was inhibited and healing was retarded. In a 
patient with bilateral ulcers one side was treated with tyro- 
thricin solution and the other with boric acid solution. In 
spite of the fact that tyrothricin was used on the larger 
ulcer, the gram-postive bacterial flora was immensely reduced 
on this side and healing was much faster. Subsequently 
tyrothricin was used on the ulcer which was treated initially 
with boric acid: the bacterial flora was immediately altered 
and healing progressed more satisfactorily. Experiments on 
white mice and guinea pigs showed conclusively that tyro- 
thricin will not protect an animal from peritonitis due to 
Clostridium welchii or Escherichia coli. Tyrothricin is ex- 
tremely toxic and hemolytic; the parenteral route is dangerous. 
It should be used only topically and against organisms of the 
gram-positive variety. Except for these limitations, it is one 
of the most effective agents available. 

Streptomycin for Peritonitis—Morton and Smith in- 
stilled streptomycin in 1 Gm. doses daily in 6 selected cases 
of localized infections of the peritoneal cavity. Patient 1 had 
a perforated common bile duct causing subphrenic abscess; 
choledocholithotomy was performed and after that penicillin 
was used unsuccessfully because of the continued culture of 
Bacillus coli, which was producing penicillinase. Streptomycin 
instilled into the abscess on four occasions resulted in the 
disappearance of Bacillus coli. Penicillin was then used 
locally for the still persisting gram-postive organisms and 
resulted in a gratifying clinical cure. This case illustrates the 
importance of the order and the correct timing of adequate 
surgical treatment combined with the use of antibiotics. In 
patient 2 with a subphrenic abscess as a sequela of perforated 
gastric ulcer, penicillin and surgical drainage failed. After 
the instillation of streptomycin into the abscess cavity daily 
for four days the temperature became normal; the patient 
has remained well. In patient 3 with a subphrenic abscess after 
perforation of a duodenal stump subsequent to partial gas- 
trectomy, streptomycin was not successful even though a single 
usually susceptible organism was present. In patient 4 with a 
perforated appendix and localized abscess in the pelvis and in 
the right lower part of the abdomen a single dose of strep- 
tomycin was sufficient, and the patient herself felt improve- 
ment within twelve hours. In patient 5 with acute appendicitis, 
with perforation and general peritonitis and pyelophlebitis 
penicillin was used first postoperatively for one week but 
failed. A culture yielded mainly Bacillus coli. Streptomycin 
was instilled into the cavity and after the second dose the 
culture remained sterile. The patient died of hepatic in- 
sufficiency on the tenth postoperative day. This case illus- 
trates failure in timing. The vicious cycle of toxemia was 
never broken. In case 6 colectomy was performed on an 
exceedingly debilitated patient with ulcerative colitis, multiple 
polyposis and localized peritonitis. He was given penicillin, 
and streptomycin was instilled into the peritoneal cavity. In 
spite of the continued presence of intestinal organisms the 
patient made steady improvement and had no more than the 
usual reactionary temperature from such a major procedure. 
Streptomycin used either alone or in combination with peni- 
cillin might achieve considerable importance because of the 
penicillin-insensitive coliform bacteria. Penicillin remains the 
drug of choice for gram-positive bacteria. 


Arkansas Medical Society Journal, Fort Smith 
45:57-78 (Aug.) 1948 


General Medical Practice and American Academy of General Practice: 
Its Functions and Purposes. P. A. Davis.—p. 57. 

Some Practical Aspects Relating to Carcinoma of Skin. 
—p. 62. 
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Blood, New York 
3:823-9606 (Aug.) 1948 
Infectious Mononucleosis. H. Tidy.—p. 823. 
Pathology of Infectious Mononucleosis. R. P. 
P 830. 
*Chronic Infectious Mononucleosis. R 
Is It Possible to Transmit or Accelerate Development of Mouse Leukemia 
by Tissue Extracts? J. Engelbreth-Holm.—p. 862. 
Is Leukemia a Disease of Reticulo-Endothelial System? B. 
p. 867 


Possibility of 


Custer and E. B. Smith. 


Isaacs.—p. 858. 


K. Wiseman. 


Precipitating the Leukemic State by Emotional Factional. 


F. R. Miller and H. W. Jones.—p. 889. 
Present Position in Treatment of Chronic Myeloid Leukemia. A. Piney. 
p R&S 
Use of Urethane (Ethyl Carbamate) in Treatment of Leukemia: Pre- 
liminary Report. C. H. Watkins, T. Cooper and H. Z. Giffin.—p. 892. 


“Urethane Therapy in Leukemia. <A. J. Creskoff, T. Fitz-Hugh Jr. and 
J. W. Frost.—p. 89 

Effect of Urethane on Nuclear Morphology of Cells of Granulocyte 
Series as Observed in Marrow Cultures and Leukemic Blood. E. E 


Osgood and I. T. Chu.—p. 911. 

Antibiotics in Chronic Leukemia. D. Merrill.—p. 918. 

Follicular Lymphoblastoma: Report of 6 Cases. O. O. Meyer.—p. 921. 

Significance of Megakaryocytes in Peripheral Circulation L. Whitby. 

p. 934 
Act be Principle in Leukocytosis-Promoting Factor of Exudates. V. Men- 
kin.——p, 939. 
Place of Spleen in Endocrine System. A. W. Downs.—p. 948. 
Hematopoietic Perifollicular Envelope in Rat Spleen. E. B. Krumbhaar 
p. 953 

Chronic Infectious Mononucleosis.—Isaacs says that in 
a group of 206 patients with infectious mononucleosis, 53 had 
some symptoms which persisted for three months to at least 
four years or longer. The syndrome included ease of fatigue, 
exhaustion, aching of the legs, weakness, depression, afternoon 
elevation of temperature (99.8 to 101 F.), moderate spleno- 
megaly, low blood pressure, low blood sugar, often low specific 
gravity of the urine, and the presence of infectious mono- 
nucleosis cells in the blood. The 53 patients with the chronic 
symptoms included 22 males and 31 females. The ages ranged 
from 8 months to 60 years. These patients had been sent in 
for study, with possible diagnoses of undulent fever, tuberculosis, 
Addison's disease, Hodgkin's disease, Rocky Mountain spotted 
fever, lymphosarcoma, hypothyroidism, menopausal syndrome, 
subacute bacterial endocarditis, neurasthenia and syphilis. All 
of the group showed infectious mononucleosis cells in the blood. 
In no case of the chronic group was the sheep cell (heterophil) 
agglutination titer above 1:64. In 3 of the group characteristics 
of lymphoblastoma developed and 2 showed the features of 
Banti’s congestive splenomegaly. The symptoms responded to 
treatment with a preparation of adrenal cortical extract. The 
syndrome is apparently not uncommon and the intense, pro- 
longed debility, together with the definite improvement after 
therapy with adrenal cortical extract, makes its recognition of 
great practical importance. 

Urethane Therapy in Leukemia. — Creskoff and his 
co-workers report the results of urethane therapy in 24 patients 
with leukemia. The average daily dose was 4 Gm. orally or 
intravenously. The drug is irregularly effective. Chronic 
myelogenous leukemia appears more responsive than the lympha- 
tic variety. Acute leukemias are not significantly altered in 
course by urethane. Urethane produces a fall in the total leu- 
kocyte count in a majority of all types of leukemia. Clinical 
improvement does not necessarily follow. Nausea is the most 
frequent side effect of urethane therapy. Possible marrow 
aplasia is the most dangerous toxic effect. Urethane is of definite, 
but limited value in the treatment of chronic leukemia. In some 
instances it compares favorably with roentgen therapy, but, in 
general, it is less dependable, particularly in its frequent failure 
to induce optimum return of normal red cell and platelet values 
and optimum regression of organ infiltration. 


Bulletin New York Academy of Medicine, New York 
24:547-616 (Sept.) 1948 
"Clinical Use of Radioactive Iodine. S. C. Werner, Edith H. Quimby 
and Charlotte Schmidt.—p. 549. 
Organization of Cardiovascular Function. E. Ogden.—p. 561. 
Excretion of Strong Electrolytes. L. G. Wesson Jr., W. P. Anslow Jr. 
and H. W. Smith.—p. 586. 


Edema of Heart Failure. E. A. Stead Jr.—p. 607. 


Clinical Use of Radioactive Iodine.— Werner and his 
associates used radioactive iodine of 8-day half life (I*%*) 
in tracer studies of iodine uptake by normal and disordered 
thyroid glands and in the treatment of 40 cases of toxic 
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goiter. Tracer uptake has diagnostic value when stable iodine 
or antithyroid drugs have not been given shortly before this 
procedure. Normal uptake is 20 to 30 per cent of the ad- 
ministered tracer dose of 50 to 75 uc. (microcuries per gram 
of estimated gland weight). Anything more than 40 per cent 
is regarded as definitely hyperthyroid; anything less than 10 
per cent as hypothyroid. Therapy has been successful in 30 of 
34 cases after one or, when necessary, two doses. In the other 
4 it was a failure. Six other patients who were treated did 
not respond to one dose, and have not been followed after a 
second long enough to draw conclusions. The causes of failure 
in the present series appear to be due to inadequate dosage, 
related mainly to the size of the gland. It is possible that an 
unusually high basal metabolic rate may also contribute to an 
unsatisfactory result. The complications following radioiodine 
therapy include sore throat, cough, tender gland, flare-up of 
toxicity and transient hypothyroidism. Only a few cases of 
each have been observed; none of them was serious. Radiation 
hazards attendant on this therapy are unimportant under 
present conditions. 


Cancer Research, Baltimore 
7:741-858 (Dec.) 1947. Partial Index 


Transplantability of Mammary Cancer in Mice Associated with Source 
of the Mammary Tumor Milk Agent. J. J. Bittner.—-p. 741. 

Thyroidal and Vascular Changes in Mice Following Chronic Treatment 
with Goitrogens and Carcinogens. A. Gorbman.—p. 746. 

Studies on Transmission of Avian Visceral Lymphomatosis. 
Burmester and E. M. Denington.—p. 779. 

Beta-Glucuronidase Activity in Human Tissues: Some Correlations with 
Processes of Malignant Growth and with Physiology of Reproduction. 
W. H. Fishman and A. J. Anlyan.—p. 808. 

Energy Mechanisms in Malignant Tumors in Relation to Chemotherapy. 
M. M. Black, I. S. Kleiner and H. Bolker.—p. 818. 


8:97-144 (March) 1948. 


Attempts to Produce Cancer in Rhesus Monkeys with Carcinogenic 
Hydrocarbons and Estrogens. C. A. Pfeiffer and E. Allen.—p. 97. 
Cancer Mortality Among Males and Females in Denmark, England and 
Switzerland: III. Cancers of Accessible and Inaccessible Sites. 

J. Clemmesen and T. Busk.—p. 129. 

Effect of Growth or Retrogression of Transplantable Lymphosarcoma of 
Rat on Lymphoid Organs and Adrenals of Hosts. J. B. Murphy 
and E. Sturm.—p. 139. 


B. R. 


Partial Index 


Cincinnati Journal of Medicine 
29:427-478 (Aug.) 1948 


Emotional Security for Children. Othilda Krug-Brady.—p. 427. 
Neoplasms of Small Intestine. L. J. Szary.—p. 432. 
Pains of New Idea. Shirley Basch.—p. 434. 


29:479-538 (Sept.) 1948 

Daniel Drake and Cincinnati College. R. Walters.—p. 479. 
*Anticoagulant Therapy in Coronary Thrombosis and Rheumatic Heart 

Disease with Thrombo-Embolic Complications. I. S. Wright.—p. 482. 

Clinical Application of British Anti-Lewisite. J. A. Luetscher Jr. 

—p. 491. 

Anticoagulant Therapy in Thromboembolic Diseases.— 
Wright practiced anticoagulant therapy in 46 complicated cases 
of coronary thrombosis and in 34 uncomplicated cases. In the 
46 complicated cases there were 11 deaths. In the 34 uncom- 
plicated cases there were 4 deaths. Although the series was s0 
small that it was of no statistical significance, it appeared that 
“dicumarol” did not aggravate the condition in any patient. It 
appeared physiologically sound to give anticoagulant therapy 
when there was a tendency for propagation of a thrombus, when 
multiple thrombi formed in the coronary arteries or elsewhere, 
or when there were emboli. Thromboembolic processes appeared 
to have been interrupted and the rate and rhythm of the heart 
were not directly affected by “dicumarol.” In a series the study 
of which is now in progress in sixteen hospitals, it is planned to 
include 1,000 cases. So far deaths apparently have been reduced 
one third and the thromboembolic complications one half by 
anticoagulant therapy, alternate cases being used as controls. 
Fourteen additional patients who had rheumatic fever followed 
by auricular fibrillation and years later have begun to have 
multiple emboli were started on anticoagulant therapy om @ 
permanent basis. Of the 14 patients 2 failed to continue with it. 
The other 12 who were maintained on the therapy have now 
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gone approximately nine years without an embolism of any 
kind. Although the group is small, the patients present a con- 
dition for which formerly one had nothing to offer but hope that 
another embolus would not occur. 


Connecticut State Medical Journal, Hartford 
12:819-912 (Sept.) 1948 


Cancer in Connecticut: General Survey of Distribution and Incidence. 


p. 826. 

Treatment of Neurosyphilis. R. D. Adams.—p. 832. 

Medical Profession’s Interest in Industrial Medicine and Safety Ser- 
vices. T. P. Murdock.—p. 838. 

Medical Treatment of Thyroid Disease. H. A. Parlato.—p. 840. 

‘Dangers of Artificial Hyperpyrexia: Report of Serious Reaction from 
Intravenous Injection of Typhoid Vaccine. H. Bellach.—p. 843. 
Leiomyosarcoma of Rectum: Report of Case. L. Adelson and Doris 
Newcomb.—p. 846. 

World Health Assembly—Geneva 1948: 
Health. J. R. Miller.—p. 849. 
Dangers of Hyperpyrexia: Typhoid Vaccine.—Bellach 

ielieves that the hyperpyrexia produced by the intravenous 

injection of typhoid vaccine has held a well deserved place 
in the treatment of a variety of diseases. Although unfavor- 
able reactions are relatively rare, they may occasionally te 
enough to be a serious threat to the patient. The 
dosage of typhoid vaccine does not appear to be a major 
actor in determining the incidence of untoward reactions. 

Severe and fatal complications have followed the administra- 

tion of minute doses, while large ones have been used without 

incident. The vaccine used by the dermatologic services of the 

New York Post-Graduate Hospital contains 1,000,000,000 

Eberthella typhi, 750,000,000 Salmonella paratyphi and 750,000, - 

0) Salmonella schotmuelleri, or total dosage of 2,500,000,000 

micro-organisms per cubic centimeter. The initial dose is 

i.1 ce. or 250,000,000 micro-organisms; it is given in the 

morning on an empty stomach, and food and fluids are withheld 

witil the temperature reaches its peak. If the rise exceeds 

05 F.. it is interrupted by forcing the intake of fluids, ad- 

ministration of acetylsalicylic acid and the application of cold 

yacks. If the preceding bout of hyperpyrexia has been well 
tolerated, the injection is repeated every third day with 
increments in dosage according to the patient's tolerance. The 
author presents the case of a man, aged 27, in whom treatment 
with typhoid vaccine resulted in an unusually severe reaction. 

Recovery in this case was complete and may have been aided 

ty the prompt institution of adequate therapy for the shocklike 

and hypotensive reaction. The author considers it advisable 
that all patients receiving intravenous typhoid vaccine therapy 
ke hospitalized so that any wumtoward reactions may be 
recognized and treated promptly. All patients should be 
studied adequately to discover any existing pathologic states 
which would contraindicate the use of typhoid vaccine or 
which might themselves be adversely affected by its ad- 
ministration. 

Endocrinology, Springfield, IIl. 

43:71-126 (Aug.) 1948 

‘omb-Testis Relationship. H. W. Marlow.—p. 71. 

Effect of Inanition on Inactivation of Estrogen by Liver. 
ws Tag of 17-Ketosteroids by Male Rabbits During Altered Gonadal 
Function. D. J. Kimeldorf.—p. 83. 

Mechanism of Inactivation of Alpha-Estradiol by Rat Liver “In Vitro.” 
R. DeMeio, A. E. Rakhoff, A. Cantarow and K. E. Paschkis. 
"Antithyroid Effect of Certain Foods in Man as Determined with Radio- 
active Iodine. M. A. Greer and E. B. Astwood.—p. 105. 
Antithyroid Effect of Certain Foods.—Greer and Ast- 
wood direct attention to the discovery by Chesney and others 
m 1928 of the goitrogenic effect of cabbage in a colony of 
tabbits. Determination of antithyroid activity by observing 
the inhibition of the radioactive iodine uptake will provide a 
rapid and convenient method for assaying the effect of various 
loods in man. The authors report studies on 100 persons with 
‘ixty-one different types of foods. A tracer dose of 100 micro- 
cuties of radioactive [131 in 10 cc. of isotonic sodium chloride 
‘olution was given by mouth in the morning, the breakfast 
having been omitted. The uptake of radioactive iodine by the 
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thyroid was then determined with a Geiger-Miiller counter. 
Counts were taken about every fifteen minutes until the course 
of the uptake seemed to be fairly well established. This usually 
required sixty to ninety minutes. The subject was then given 
the food to be assayed. After completion of the test meal, the 
subjects returned for counts at one hour intervals. Of the 
foods tested rutabaga was found to possess the greatest anti- 
thyroid activity. Vegetables were more active than animal 
products and the most potent vegetable families were the 
Chenopodiaceae such as beets and spinach; the Compositae 
(lettuce); the Cruciferae, that is, various vegetables of the 
cabbage family including the rutabaga; the Cupuliferae (fil- 
berts); the Juglandaceae (walnuts); the Leguminosae such as 
beans, peas and peanuts; the Rosaceae including apples, pears, 
apricots, blackberries, raspberries and strawberries, and the 
Umbelliferae such as carrots and celery. Cow’s milk, beef liver 
and oysters also showed some antithyroid activity. Since there 
are many persons who habitually consume considerable amounts 
of foods that have been found to possess antithyroid activity 
and in whom goiters do not develop, great variation in the 
response to goitrogenic stimuli probably exists. 


Gastroenterology, Baltimore 
11:157-280 (Aug.) 1948 


"Criteria for Measurement of Results of Treatment in Fatty 
W. Volwiler, C. M. Jones and T. B. Mallory.—p. 164. 
Duodenal Ulcer—Follow-Up Study of 305 Veterans Discharged Because 

of Ulcer. A. E. Hussar.—p. 183. 

Effect of Tetraethylammonium Chloride on Gastric 

Unstimulated and Histamine-Stimulated Gastric Secretion. M. 

F. Steigmann and K. A. Meyer.—p. 200. 

Extraction of Secretin from Intestine of Man: Absence of Secretin in 
Case of Fibrocystic Disease of Pancreas. A. H. Baggenstoss, M. H. 
Power and J. H. Grindlay.—p. 208. 

Prothrombin in Liver Disease: Clinical Evaluation of Two-Stage 
Method. F. D. Mann, H. R. Butt and Margaret Hurn.—p. 221. 
Secretion of Acid by Mouse Stomach in Vitro. H. W. Davenport and 

Virginia Jensen.—p. 227. 

Evaluation of Therapeutic Results in Fatty Cirrhosis. 
—Volwiler and his associates define fatty cirrhosis as the 
progressive degenerative hepatitis commonly associated with 
malnutrition and the excessive intake of alcohol. They believe 
that what has ordinarily been called portal cirrhosis can be 
divided into two types: toxic or postatrophy cirrhosis and fatty 
or Laennec’s cirrhosis. This paper deals only with cases of the 
latter type, which in New England is usually seen in patients 
with a history of severe alcoholism combined with a faulty 
dietary intake. The discussion emphasizes the advantages of a 
threefold criterion for assessing the results of specific treatment 
in fatty cirrhosis. Comparison has been made of clinical, labora- 
tory and histologic findings before and after a period of a given 
form of treatment in 13 patients, selected as being similar from 
the point of view of clinical findings and histologic pattern 
of the hepatic tissue. The authors believe that the lack of 
numbers in their studies is offset by the fact that the patients 
were more accurately selected and more completely studied 
under controlled conditions than were those previously reported 
by other investigators. Only those patients who were in a 
similar histologic phase of fatty cirrhosis, as judged from the 
initial trocar liver biopsy, were selected for comparison; serial 
liver biopsies were obtained in ail the patients. The livers of all 
patients improved at the same rate. The features common 
to the treatment of all patients were rest, the insistence on eating 
and the provision of a daily protein intake of 100 Gm. or more. 
Whether the amount of dietary fat given was high or low, no 
difference in the rate of disappearance of fat vacuolization or in 
the speed of hepatic repair was found. The authors believe that 
the addition of lipotropic agents and/or vitamins to an adequate 
food intake is unnecessary and does not increase the rate of 
improvement. Their observations suggest two other points: 
(1) that the ingestion of lipotropes or vitamins will never 
substitute for a proper diet as protection against the develop- 
ment of fatty cirrhosis, and (2) that a moderate alcohgl intake 
will not prevent satisfactory repair of liver damage in fatty 
cirrhosis, provided that the dietary intake is ample and well 
balanced. 
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Ovarian Thecoma Case Reports with Contrasting Symptomatology. 

C, L. Patton and R. J. Patton.—-p. 184. 

Laboratory Methods Useful in Differential Diagnosis of Chronic Chest 

Diseases. H. C. Sweany and J. R. Thompson.—p. 189. 
Appendiceal Lithiasis. B, F. Hoopes.—p. 192. 

Cholesterol-Basal Metabolism Determinations.— Hutton 
and Fahlstrom point out that there is a common belief that 
hypercholesteremia and low basal metabolism are reciprocal 
findings in thyroid deficiency; that hypercholesteremia, in the 
absence of other causes, points more to thyroid deficiency than 
does a low basal metabolism; that the blood cholesterol estima- 
tion may provide a guide in the treatment of thyroid disease, 
and that true thyroid deficiency is always accompanied by 
hypercholesteremia. Hypercholesteremia is said, also, to occur 
in diabetes mellitus, nephrosis, chronic nephritis, pregnancy, 
obstructive jaundice, cancer, celiac disease and hemorrhagic 
The authors surveyed 830 patients many 
of whom presented endocrine problems. Cholesterol and basal 
metabolism tests were performed on all patients. Forty per 
cent of 334 cases showed low metabolism, and an insignificant 
percentage, 0.84 per cent or 7 cases, hypercholesteremia. Such 
a disproportion throws serious doubt on the value of cholesterol 
determinations as guides in hypothyroidism. Other factors 
besides the thyroid can be responsible for low basal metabolism. 
However, the size of this series studied—the majority of whom 
had some endocrinopathy—makes it unlikely that the cholesterol 
test per se has any but academic value as a routine test in 
problems of internal medicine. The series studied contained 
15 diabetic persons, none of whom showed hypercholesteremia. 
\ consecutive survey of 50 patients with low basal metabolism, 
minus 20 per cent or lower, showed 48 with normal cholesterol, 
|! with low and 1 with hypercholesteremia. The latter patient 
was the only 1 of 7 with hypercholesteremia with a basal 
metabolism of over minus 20 per cent. The authors conclude 
that the blood cholesterol test is of little or doubtful value as 
a routine laboratory procedure in medical practice, but it may 
be of value in true myxedema or in certain specific indications 
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Precipitin. M. M. Lipton.—p. 249. 

Activity of Hexenolactone Against Salmonella Enteritidis in Mice. J. W. 
Bartholomew and C. W. Johnson.—p. 269. 

Anaphylaxis XVIII: Studies on Passive Sensitization of Dog. N. P. 
Sherwood, O. O. Stoland, J. S. Kirk and D. J. Tennenberg.—p. 279. 

Prolonged Viability of Sporozoites of Plasmodium Gallinaceum in 
Extracts of Washed Chicken Erythrocytes. L. Whitman.—p. 285. 

In Vitro Action of Various Chemical Agents on Trichomonas Hominis, 
Trichomonas Vaginalis and Trichomonas Foetus. Etta Mae Macdonald 
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Neutralization Tests with Eastern Equine Encephalomyelitis Virus in 
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J. F. Crawtey.—p. 319. 


Biologic Assay of Different Types of Toxoid.—Accord- 
ing to Greenberg and Roblin different kinds of toxoids—e. g., 
fluid and alum precipitated—as well as toxoids of similar com- 
position prepared by different manufacturers, vary widely in 
their immunizing ability. Thus there is need for a system of 
control whereby preparations for prophylaxis of diphtheria are 
assayed in terms of a standard preparation. The authors report 
studies that they carried out in order to establish a standard 
diphtherial toxoid and a procedure for assay of diphtherial 
toxoids. They describe three methods which are of about equal 
value when judged by the limits of error in individual tests and 
by assays of toxoids of known potency. Economy in the use of 
animals and other practical considerations will greatly influence 
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the choice of test. The authors used the method that involyes 
challenging with the skin test dose. Preliminary experiments 
conducted by them with toxoids from different manufacturers 
tended to confirm Prigge’s observations and criticisms regarding 
the value of Lf determinations as tests of immunizing efficiency, 
Commercial laboratories with toxoids of uniform make and 
composition might be justified in using Lf determinations as an 
indication of immunizing efficiency providing the general 
potency of their toxoids has been well established with animal 
tests. Control laboratories, however, would not be so justified, 
since the toxoids from different manufacturers will probably 
vary considerably as a result of production methods. One pro- 
visional standard was used for testing all types of toxoid 
throughout this study, and, for convenience, an arbitrary unitage 
was established and the toxoids assayed are reported in terms 
of units. 
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dexter Jr.—p. 333. 
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with Liver Damage. <A. Saltzman and I. Snapper.—p. 64. _ : 
*Effects of Anterior Pituitary Adrenocorticotropic Hormone (ACTH) in 
Myasthenia Gravis with Tumor of Thymus. L. J. Soffer, J. L. Gabri- 

love, H. P. Laqueur and others.—p. 73. r 

Vagotomy: Histopathological Observations on Infradiaphragmatie Por- 
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A. Robinson.—p. 101. 

Adrenocorticotropic Hormone in Myasthenia Gravis.— 
Soffer and his co-workers treated 1 woman aged 29 with 
myasthenia gravis and a thymic tumor by intramuscular ad- 
ministration of 40 mg. of anterior hypophysial adrenocortico- 
tropic hormone (ACTH) daily in four divided doses for four 
days with a total dose of 160 mg. Treatment resulted mn a 
pronounced decrease in the size of the tumor, a decided im- 
provement in the clinical symptoms and elimination of . 
daily necessity for prostigmine. The decrease im the size o 
the tumor lasted for approximately three weeks, by the end . 
which time it regained its previous size. The preity 
symptoms continued for forty-six days after the four 
course with the adrenocorticotropic factor was comp 1. 
During this period there has been a progressive rages 
the daily requirement of prostigmine, and during the past 
weeks none at all has been required. It is not ex The 
the clinical improvement will continue indefinitely. 
adrenocorticotropic factor resulted in some decrease in 
urinary excretion of water, sodium and chlorides. 
retention and hemodilution were observed. There was 4 ‘ per 
increase in the urinary secretion of neutral 17-ketosteroids 


of 3-keto-delta-4-pregnene compounds. After the injection of 
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adrenocorticotropic hormone there occurred a slight decrease 
in the urinary excretion of creatine and a pronounced reduction 
in the excretion of creatinine. The administration of this 
hormone was followed by a considerable increase in the total 
white blood cell count, due essentially to a pronounced increase 
in both the percentage and the absolute numbers of poly- 
morphonuclear leukocytes. In addition, there was a reduction 
in the absolute number of lymphocytes. 
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Ruega: Kk. M. Sporn, U. D. Register and C. A. Elvehjem.—p. 405. 


Availability of Amino Acids in Foods.—Kuiken and 
Lyman maintain that the nutritive value of a protein is depen- 


dent not only on its content of essential amino acids but on the 
biologic availability of these amino acids as well. Incomplete 
digestion and absorption of an essential amino acid alters the 
effective composition of a food protein. The ultimate synthesis 
of body protein from the amino acids made available through 
digestion and absorption is dependent on a third factor, namely, 
the simultaneous appearance in the blood stream of each of the 
essential amino acids in suitable proportions. Protein synthesis 
does not occur unless a complete mixture of the essential amino 


acids is present at one time. The authors investigated the 
availability of all 10 of the essential amino acids in several food 
stuffs. They found that all 10 of the essential amino acids in 
roast beef are completely available to the rat. Wide variations 
occurred in the availability of the individual amino acids in 
cottonseed four. Lysine in this protein source was only 65 per 
cent available. The corresponding value for arginine in the 
same sample was 93 per cent. The availability of each of the 
essential amino acids in wheat and peanut flour was found to be 
relatively high. For wheat the values ranged from 92.2 to 
988 per cent, and for peanut flour from 94.8 to 99.5 per cent. 
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*Hyaluronidas: Fluid Administration: Preliminary Report. J. Schwartz- 
man, A. T. Henderson and W. E. King.—p. 267. 

Oral and Subcutaneous Administration of p-Aminomethylbenzenesulfon- 
amide (Sulfamylon). R. C. Rutledge Jr. and M. L. Heideman Jr. 
—p. 274. 

“Generalized Vaccinia: Study of 15 Cases. 
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Frances P. Simsarian and Florence Miale.—p. 295. 

Pertussis in Infaney. N. D. Rizzo.—p. 300. 
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‘Treatment of Epidemic Vomiting in Pediatric Practice. J. E. Bradley. 
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from 1943 to 1947. G. E. Prince and J. W. Bruce.—p. 342. 


Hyaluronidase in Fluid Administration.—Schwartzman 
and his associates point out that administration of fluids to 
infants and young children has always been a problem in treat- 
ing dehydrated babies. The enzyme hyaluronidase increases the 
rate of fluid absorption twelve times. This action is explained 
by the fact that hyaluronidase, a mucolytic enzyme, acts on and 
depolymerizes the mucopolysaccharide, hyaluronic acid. This is 
the gel present in the ground substance of connective tissue, 
Which acts as a tissue barrier to fluid diffusion. Studies on 
adults and children revealed that hyaluronidase had no harmful 
effect on the patients. The extent and duration of the pain 
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and swelling associated with clysis were greatly reduced by 
rH of the enzyme. No alteration in body physiology was 
ected. It greatly facilitated absorption of all solutions used. 
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The rate of absorption was practically identical for all patients, 
whether ill or not. Continuous clysis for at least five days 
could be given, with the needle shifted after the third day. 
Hyaluronidase proved of great value in the treatment of dehy- 
drated infants. The substance would be of even greater value 
if it were purified so as to decrease the sensitivity factor. 

Generalized Vaccinia.— Mustard and Hendrick direct atten- 
tion to the severe vaccination complication known as generalized 
vaccinia. Thirty-six cases of this complication occurred in the 
mass smallpox vaccination undertaken in New York. Fifteen 
of these 36 patients, who manifested generalized vaccinial lesions, 
were admitted to the Willard Parker Hospital for Contagious 
Diseases in April and May, 1947, and these cases are reviewed 
in this paper. Eight of the 15 patients had not themselves been 
vaccinated against smallpox, but the unvaccinated group had 
been exposed to recently vaccinated members of their respective 
families. Eleven of the 15 patients gave a history of infantile 
atopic eczema. One patient receiving antisyphilitic therapy had 
an arsenical dermatitis. Two others had concurrent dermatoses, 
eczemoid in character but not specifically classified, while in the 
last patient the vaccinia was superimposed on varicella. The 
authors make recommendations for treatment. This includes 
suppression and prevention of secondary infection by the paren- 
teral use of penicillin and saline compresses or penicillin oint- 
ment locally; prevention of further allergic reactions by 
removing from the diet the usual allergenic foods; prevention 
of further autoinoculation through restraint of infants from 
scratching, and maintenance of adequate hydration and of proper 
balance of body electrolytes. The authors conclude that patients 
with eczema and burns should not be vaccinated, nor should 
they remain in the same household with those recently vac- 
cinated. Postvaccination complications in atopic eczema strongly 
suggest the advisability of vaccination during the first few 
months of life before the onset of most allergic skin conditions 
and before the infant is able to scratch. Persons to be vac- 
cinated against smallpox should be questioned concerning active 
eczematous conditions in themselves or in members of their 
household. In the presence of the first condition the vaccination 
should be postponed until subsidence of the eczema. In the 
presence of eczema in a member of the household, the vac- 
cinated person should live apart from the eczematous person 
until completion of the vaccination reaction. 


Treatment of Epidemic Vomiting.—Bradley says that, 
although vomiting is a common initial symptom of acute infec- 
tious diseases of children, cases are often encountered in which 
it is difficult to find evidence of infection that is responsible 
for the vomiting. In Baltimore and its environs it has been 
the experience of pediatricians and general practitioners to see 
patients who repeatedly vomit for twenty-four hours or longer 
without exhibiting positive physical findings. The syndrome, 
while most prevalent in children, also occurs in adults. It has 
a rather striking seasonal incidence, being seen almost entirely 
during the months of October and November. A previously 
well child will suddenly begin to vomit. The infectiousness of 
the disease is illustrated by the rapid appearance of vomiting 
in other members of the family. Abdominal pain is often 
encountered and is localized in the left quadrant. It is fleeting 
in type and not too severe. The umbilicus is also given as the 
site of pain. The stools, seldom numbering more than three 
per day, are light in color, almost white, and have an extremely 
foul odor, which, with proper dietetic measures, disappears in 
four to five days. Transient glycosuria is frequent. Three 
cases are presented. The temporary derangement of the car- 
bohydrate metabolism in the first 2 cases suggested low thres- 
hold diabetes, but this was ruled out by course and blood sugar 
check. The author has observed in his practice 773 cases of 
this clinical entity. A high carbohydrate intake is desirable. 
“coca-cola” syrup in teaspoon doses is given at intervals of 
fifteen to thirty minutes until three or four doses have been 
retained. Then, one teaspoonful is given every three hours 
for the next forty-eight hours. After the initial treatment with 
“coca-cola” syrup, the patient is permitted such foods as apple 
sauce, gelatin products, precooked cereals with only added 
sugar, toast or crackers, and jelly. The author has found this 
treatment highly satisfactory. 
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Modern Endocrinology in Urologic Practice. A. 

Dark Cell Adenocarcinomas of Kidney.—Fryfogle and 
show that two factors contribute to the con- 
the term “hypernephroma,” even though the 
origin of cortical carcinomas is now established as being the 
renal parenchyma: (1) the historic the term and 
the extreme controversy when it was introduced and (2) the 
confusion of names applied to cortical malignant lesions by 
radiologists and pathologists. The abundance of patterns seen 
microscopically in cortical malignant lesions should be proof 
of the inadequacy of classification on this basis. Cytology as 
a basis for classification has been dismissed because dark cell 
and clear cell strands are usually seen in the same tumors. 
For these reasons teachers have been reluctant to discard the 
term “hypernephroma,” which, although it is genetically false, 
is understood by all to mean a malignant renal tumor. For 
the sake of clarity the authors too have used the term “hyper- 
nephroma” in the microscopic reports, but after being con- 
fronted with a lesion that in no way, gross or miscroscopic, 
resembled Grawitz’ original description, examining all the 
other “hypernephromas” removed at the Mayo Clinic and 
writing this paper, they are convinced that the dark cell 
adenocarcinoma is a tumor entity in itself and deserves 
recognition as such. Of the 768 tumors studied, 29 were of 
the pure dark cell type, making an incidence of 3.8 per cent. 
Cheir diagnosis cannot be made, as such, preoperatively, but 
it is suspected by alteration of gross color and ill defined 
encapsulation and is proved by multiple microscopic sections 
showing only the dark granular cells. The tumors differ 
from mixed and from clear cell adenocarcinomas in that they 
contain little or no intracellular fat, that they appear to occur 
more frequently in women than in men and that a mass is the 
which most frequent complaint is made. They 
and, regardless of size, if the tumor is 
extrarenal extension occurs, the patients, 
especially the women, have long term survivals. Prognosis 
in this small series was somewhat better than for hyper- 
nephromas. The five year survival rate for men was 25 per 
cent (2 of 8) as compared with a 67 per cent (8 of 12) five 
year survival rate for women. Also, all of the long term 
survivals were of women. These were twenty-one, twenty-two 
and thirty-one years postoperatively. 

Life Expectancy in Cancer of Prostate.—Beatty 
reviews 88 cases of carcinoma of the prostate, 68 of which 
had been reviewed previously. Data on the recent 20 cases 
are presented. Duration of symptoms prior to diagnosis varied 
in these from one month to one year, with an average of six 
months. With periodic rectal examinations as a_ routine 
procedure in all adult males, urologists can hope for still 
further reduction in this latent period. Prostatectomy was 
performed in 4; resection in 8, and castration in 6. All 
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orally. Results in the 20 cases were as follows: improved, 14; 
failures, 3; deaths, 2, and lost to observation, 1. Of the 
entire series of 88 patients 35 are still living; 26 have died, 
and 27 are lost to observation. Of the 35 living patients, 2] 
are definitely improved and 14 have been classified as failing, 
The average survival time of the 35 so far is two years; for 
the 26 who have died it was 2.73 years. Since Aug. 1, 1946, 
when the statistics of this paper were compiled, a resurvey of 
the 35 living patients was made. Seven patients have died: 
5 are failing; 4 have been listed as incompleted data and 19 
are still in good health. Analysis of the 7 who died discloses: 
One survived seven years; 2 survived five years; 3 survived 
three years and | survived two years. Six of the 7 patients had 
either castration or resection or both performed. All 7 had 
taken diethylstilbestrol over long periods. Remembering the 
hopeless condition in which earlier patients spent their remain- 
ing days the author concludes that present conditions are much 
more hopeful. The new regimen renders patients more con- 
tortable, and they live relatively normal lives for about twice 
as long. Many of them, instead of waiting for death, assume 
their former places in the community. 

Prognosis of Testicular Tumors.—Ormond and Best 
point out that prognosis of testicular tumors in men of military 
age is unfavorable. These reports prompted them to survey 
their own cases, which were not restricted to men of military 
age. They analyzed the 40 cases of malignant tumors seen at 
Henry Ford Hospital between the years 1923 to 1946 
inclusive. The average age of their patients was 37.8 years. 
Average duration of symptoms before the patient presented for 
treatment was 13.9 months. The three year rate, 
irrespective of metastases, in patients under 30 years was 16.6 
per cent; in those over 30 years, 57.i per cent. Metastases 
were present in slightly over one third of the patients at the 
initial examination. Metastases appeared earlier and more 
frequently in young men (under 30). The prognosis is related 


survival 


to the presence or absence of metastases. Of 26 patients 
presenting without demonstrable metastases 3 are dead and 
2 are untraced. Of 23 traced patients without demonstrable 


metastases treated by orchiectomy and immediate irradiation 
21 or 91 per cent are living, periods of survival varying from 
one to twenty years. Simple orchiectomy with high ligation 
of the cord followed by postoperative roentgen therapy was 
utilized in this series. The prognosis of malignant tumors of 
the testicle has improved greatly in the past twenty-five years 
Earlier orchiectomy combined with postoperative irradiation 1s 
responsible for this improvement in prognosis. Any suspicious 
enlargement, unusual induration or irregularity of the testicle 
should receive serious attention. All hydroceles should be 
scrutinized carefully. Operative exploration should be carried 
out in every doubtful case. 
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C. F. Dixon.—p. 876. 


Continued Education of Doctors. G. L. Schadt.—p. 878. 

Allergic Parotid Swelling.—Zindler and Fraser report - 
54 year old wife of a turkey farmer, referred to one of t ; 
authors for allergy study, with the suspected diagnosis a 
allergic parotitis, although allergy is rarely considered in this 


I. D. Fagin.—p. 853. 
G. A. Zindler and R. H. Fraser.—p. 863. 
Clinical Results. S. J. Levin 


A. D. Campbell.—p. 871. 
tinal Surgery. 











, 
1949 


14; 


ied, 


? 


ing. 
for 
146, 
of 
ed; 

19 
es: 
ved 
nad 
nad 
the 
\in- 
uch 
on- 
‘ice 
ime 


yus 
cle 


ied 
on 


ico 
gill. 
and 


nts. 


ock. 
vin 
ery. 


ta 


ot 
this 





VotumeE 139 
NuMBER 4 


condition. The symptoms could be reproduced by exposure to 
turkey feathers and on one occasion from the emanation 
ef cooking turkey acting as an osmyl. The ingestion of 
certain foods such as wheat and milk likewise produced the 
allergic symptoms. Complete relief was afforded by the elimi- 
nation of these foods and adequate specific inhalant therapy. 
The authors believe that this condition occurs more often than 
previously estimated. It is probably frequently misdiagnosed 
in respect to its allergic causation. Allergic parotid swelling 
should be included in the differential diagnosis of painful 
enlargements in the region of the parotid glands. The food 
tests proved to be practical and specific in the diagnosis of 
food sensitivity in this patient. The recognition of the phenome- 
yon of masked food allergy was essential in the true evaluation 
if this patient's symptoms, the diagnosis of her specific food 
sensitivities and the successful management of her therapy. 


Missouri State Medical Assn. Journal, St. Louis 
45:625-704 (Sept.) 1948 


‘Overt ent of Eclampsia W. F. Mengert and R. L. Hermes. 
I 

Avoida nd Unavoidable Obstetric Hemorrhage H. G. Hamilton. 
Pp. § 

Induct t Labor QO. J. Gibson.—p. 654. 

Relative !mportance of Rh Factor in Obstetrics. M. W. Weis.—p. 657. 

Type B Hemophilus Influenza Meningitis: Report of Cases. B. 
Berre nd H. D. Palmer p. 661. 


Rehabilitation in Missouri at “Grass Roots.” R. Elman and H. L. 
Mant p. 670 
Overtreatment of Eclampsia.—Mengert and Hermes 
report that 5 women with toxemia of pregnancy died within a 


relatively short time. Pulmonary edema _ resulting from 
excessive administration of fluids accounted for, or was a 
feature in, the deaths of each of them. In consequence, the 
treatment of preeclampsia or eclampsia was revised to limit 


the fluid intake to replacement of the daily insensible loss, 
calculated as 1,500 cec., plus the amount of the previous twenty- 
four hour urinary output. Since then, 21 consecutive eclamptic 
women were treated without fatality. 


New England Journal of Medicine, Boston 
239 : 353-382 (Sept. 2) 1948 


Role of Sodium in Production of Edema. J. P. Peters.—p. 353 
Nail Changes in Functional and Organic Arterial Disease m. 
Edwards—p. 362 


Postoperative Mastectomy Dressing. L. H. Pollock.—p. 366. 

Favism. A. P. Rosen and J. J. Scanlan.—p. 367. 

Pregnancy Tests. S. L. Robbins.—p. 369. 

Idiopathic Cardiac Hypertrophy. Cardiac Mural Thrombosis of Both 

Ventricles. Embolism and Infarction of Lung, Kidney, Spleen (and 

Brain).—p. 373. 

Multiple Myeloma.-—p. 376. 

Nail Changes in Arterial Disease.—Edwards directs 
attention to the fact that nails undergo specific changes in 
vasospastic and in organic peripheral arterial disease and 
that these changes are senstive indicators of the severity of the 
arterial lesion. In arteriospastic states, changes that may be 
grouped under the dermatologist’s term of pterygium are 
described. They consist of a thinning of the nail fold and a 
widening of the cuticle. The normal abrupt demarcation 
between nail fold and cuticle and between cuticle and_ nail 
plate is lost. Sympathectomy quickly restores the nail fold and 
cuticle to normal. In organic arterial disease there is rather 
thickening, roughening and darkening of the nail plate, which 
hides the nail bed. An increase in arterial circulation by any 
means gives rise to a more nearly normal growth of the 
plate. Less specific changes include the growth of claw nails, 
or the presence of “diffusion of the lunule” in organic states, 
and the loosening and shedding of the nail plate in severe 
disease of either vasospastic or organic origin. Painful nails 
are often an expression of the hyperesthesia of severe ischemia, 
" which operations for ingrown toenail usually cause gan- 
Brene, Primary infections of the nails are uncommon in 
peripheral vascular disease, but the nails may be involved in 
‘ral ulceration, or may show subungual abscess over an 
*steomyelitis of the terminal phalanx. 
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Pediatrics, Springfield, Ill. 
2:239-368 (Sept.) 1948 


Immunologic and Biochemical Studies in Infants and Children with 
Special Reference to Rheumatic Fever: I. Role of Genetic Suscepti- 
bility. May G. Wilson.—p. 239. 

Id.: II. Complement Titers in Normal Conditions. P. F. deGara and 
H. P. Goldberg.—p. 242. 

Id.: III. Complement Titers in Abnormal Conditions. P. F. deGara 
and H. P. Goldberg.—p. 248. 

Infectious Croup: I. Etiology. E. F. Rabe.—p. 255. 

Treatment of Infant with Paroxysmal Auricular Tachycardia. R. L. 
Moore.—p. 266. 

Oligodynamic Action of Metallic Elements and of Metal Alloys on 
Certain Bacteria and Viruses: 1. In Vitro Observations. C. 
McKhann, H. J. Carlson and Harriet Douglas.—p. 272. 

Response of Young Infants to Ingestion of Ammonium Chloride. H. H 
Gordon, Helen McNamara and Helen R. Benjamin.—p. 290. 

Fluorescein Circulation Times in Diphtheria. S. Cobb and H. L. Hodes. 
—p. 303. 

Incidence of Breast Feeding in Hospitals in United States. Katherine 
tain.—p. 313. 


Public Health Reports, Washington, D. C. 
63: 1147-1186 (Sept. 3) 1948 


Enhancement of Growth of Strain of M. Tuberculosis (Var. Hominis) 
by Streptomycin. G. A. Spendlove, M. M. Cummings, W. B. Fack- 
ler Jr. and M. Michaels Jr.--p. 1177 


63:1187-1214 (Sept. 10) 1948 


Morbidity Reporting in Local Areas: II. Problem of Measuring the 
Completeness of Reporting. Margaret D. West.—p. 1187. 

Reduced Tellurite Medium for Isolating and Typing C. Diphtheriae. 
T. W. Galbraith, E. H. Bramhall and R. S. Fraser.—p. 12053. 


63: 1215-1246 (Sept. 17) 1948 


Effect of Topically Applied Fluoride on Dental Caries Experience. VI. 
Experiments with Sodium Fluoride and Calcium Chloride ‘ 
Widely Spaced Applications . . Use of Different Solution Con- 
centrations. D. J. Galagan and J. W. Knutson.—p. 1215. 

Dentist-Time for Children’s Services. Erna Landsiedel and I. Altman. 
—p. 1221. 

Effects of New Tetrazolium Derivative on Tissue, Bacteria, and Onion 
Root Tips. W. Antopol, Susi Glaubach and L. Goldman.—p. 1231. 


Western J. Surg., Obst. & Gynecology, Portland, Ore. 
56:473-512 (Sept.) 1948 
Some Observations on Causes and Methods of Repair of Direct and 
Recurring Inguinal Hernias. J. K. Holloway and R. J. Johnson. 
—p. 473. 
Salpingosigmoidal Fistula. M. Vessel.—p. 478. 
Demerol in Obstetrics. J. C. Brougher.—p. 480. 
Hemorrhoids: Surgical and Postoperative Approach: Observations on 
100 Cases. S. P. Todaro.—p. 482. 
Palliative Treatment of Cancer Patient. D. M. Green.—p. 486. 
Transplantation of Abdominal Fascia for Relief of Urinary Incontinence. 
J. S. Rubin and R. Marx.—p. 491. 
*Association of Estrogenic Administration and Adenocarcinoma of Endo- 
metrium. E. M. Stokes.—p. 494. 
Peritoneal Button Operation for Ascites. T. C.» McVeagh.—p. 497. 
Uterotubal Insufflation with Penicillin and Streptomycin Aerosols: Pre- 
liminary Report. M. Salvin.—p. 500. 
Hormonal Control of Estrous Behavior. H. H. Cole.—p. 503. 
Administration of Estrogen and Adenocarcinoma of 
Endometrium.—Stokes reports the case of a woman, aged 
65, who had not menstruated for nineteen years. For some 
obscure reason she was given 0.1 mg. of diethylstilbestrol for 
three of every four weeks. In the ensuing twenty-one months, 
she received about 470 doses of 0.1 mg. of diethylstilbestrol. 
She began to bleed in August 1943, two months after onset 
of treatment, and continued to do so at intervals. Administra- 
tion of diethylstilbestrol was discontinued in March 1945. She 
was seen in the department of obstetrics and gynecology for 
the first time in August 1945, with a uterus two times the 
size of the uterus of a woman in active menstrual life. Curet- 
tage was performed and the pathologist reported: “Endo- 
metrial polyp with anaplastic changes in the epithelium and 
anaplasia and loss of polarity possibly due to abnormal 
hormonal stimulation.” The uterus was removed. The uterine 
cavity contained an endometrial polyp. The report of the 
pathologist was as before, with the addition, “adenocarcinoma 
of the endometrium in the endometrial polyp.” The author 
briefly reviews the literature on the relation of estrogens to 
carcinogenesis and shows that opinions differ. Most gynecolo- 
gists agree that treatment in patients with intact uterus should 
be withheld one week out of the month and that the dose 
should be minimal. In the patient under discussion carcinoma 
developed in spite of observance of both these cautions. 
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An asterisk (*) before a title indicates that the article is abstracted. 


Single case reports and trials of new drugs are usually omitted. 


British Journal of Tuberculosis, London 
42:51-74 (July) 1948 


"Open Intra-Pleural Pneumonolysis in Treatment of Pulmonary Tuber- 


culosis. R. A. Smith.—p. 51. 
Pneumoperitoneum: Its Place in Treatment. R. Y. Keers.—p. 58. 
Polyarteritis Nodosa with Pulmonary Manifestations and Cardiac Failure 
M. S. R. Hutt.—p. 66 


Scrotal Pneumocele Com 


zer p. 70, 

Open Intrapleural Pneumonolysis.—Smith defines open 
intrapleural pneumonolysis as the operation of division of adhe- 
sions between the two layers of pleura, through an incision into 
the pleural cavity, the division being effected under direct vision 
with the diathermy needle or scissors. Thirteen patients have 
been treated by this procedure during the last four years at 
lazakerley Sanatorium. This was only a small percentage of 
all the patients with adhesions unsuitable for closed pneu- 
monolysis who were treated during the four year period. The 
creation of a functionally sound artificial pneumothorax by open 
pneumonolysis has the following advantages: It does not 
produce a permanent collapse; the bony thorax is left intact; 
the operation can be completed im one stage; it produces a less 
mutilating and mechanically more perfect collapse than with 
other methods, and the control of the affected side thus obtained 


reduces the gravity of a spread to or extension of disease on the 
contralateral side. The most pertinent disadvantage is that an 
artificial pneumothorax space is essential to allow of thora- 
coscopy on the side on which the operation is contemplated. 
Che extent to which adhesions are divided may fall short of that 
hoped for from the preliminary thoracoscopy, and important 
apicomediastinal adhesions apparently amenable to section by 
open operation may patently not be so when examined, the end 
result of the operation being worse than the primary con- 
dition. A table which gives the details of the 13 patients 
indicates that they were relatively young, all being less than 
30 years of age and about half less than 21 years of age. The 
results were satisfactory in all but 3 of the patients. The author 
concludes that so long as relaxation of the diseased lung remains 
a vital matter for the patient, the possibilities of this operation 
should not too readily be put out of mind for the young patient 
with a short history of disease and a recently induced artificial 
pneumothorax, provided that the findings at thoracoscopy sug- 
gest the feasibility of a safe enucleation or section of adhesions 
by open operation, when closed pneumonolysis has failed. 


British Medical Journal, London 
2:409-450 (Aug. 28) 1948 


Reduction in Dental Caries in 5-Year-Old London School-Children (1929- 
47). May Mellanby and Helen Mellanby.—p. 409. 

Sturge-Kalischer-Weber Syndrome of Bilateral Distribution. 
Drought.—p. 414 

Polio-Encephalitis. E. G. Brewis and C. Neubauer.—p. 416. 

Gynecological Psychiatry: Preliminary Report on Experimental Clinic. 
L. Snaith and Brenda Ridley.—p. 418. . 

Centralized Gonococcus Culture for Dispersed Clinics: Value of New 
Transport Medium for Gonococci and Trichomonas. Mary Moffett, 
Jean L. Young and R. D. Stuart.—p. 421. 

Role of Abdominal Trauma in Acute Appendicitis. W. R 

p. 424. 


C. Worster- 


Black. 


J. of Neurology, Neurosurgery & Psychiatry, London 
11:143-226 (Aug.) 1948 


Treatment of Purulent Pachymeningitis and Subdural Suppuration with 
Special Reference to Penicillin. F. Schiller, H. Cairns and Dorothy S. 
Russell.—p. 143. 

Necrosis of Brain Due to Radiation Therapy: Clinical and Pathologic 
Observations. J. Pennybacker and Dorothy S. Russell.—p. 183. 

Hemangiomas Involving the Spinal Epidural Space. A. N. Guthkelch. 

p. 199. 

Laminar Pattern of Lateral Geniculate Body in Primates. L. W. Chacko. 

> 


p. 211 
Purulent Pachymeningitis.—According to Schiller and his 
associates purulent pachymeningitis is characterized by a film 
of pus of variable thickness in the subdural space spreading 
over part or all of one or both cerebral hemispheres. It has 
been termed subdural empyema, subdural abscess, internal 





licating Artificial Pneumoperitoneum. H. Melt- 
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internal 
The authors prefer 
the term purulent pachymeningitis. In the last twenty years the 
authors have observed 33 cases of spreading purulent pachy- 


purulent pachypyema, subdural abscess, 
pachymeningitis and various other names. 


purulent 


meningitis. Of these, 22 followed pansinusitis, 7 followed 
mastoiditis and 4 were secondary to distant foci of infection, 
Spreading osteomyelitis of the facial bones was associated with 
purulent pachymeningitis in at least 26 cases. Other associated 
lesions were: extradural abscess, cerebral abscess, severe lepto- 
meningitis, thrombosis of the dural venous sinuses and/or the 
cerebral veins, abscess of the lungs and obstruction of the 
common carotid artery in the neck. In 27 cases bacteriologic 
tests were made and it was found that the subdural infection 
was due to streptococci in 25 cases (combined in one case with 
Staphylococcus aureus), to Staphylococcus aureus alone in | 
case and to pneumococcus in 1 case in which there was also 
intense purulent leptomeningitis. The streptococci were grown 
in 17 cases and were anaerobic in 10, alpha hemolytic in 6 and 
beta hemolytic in 1. Staph. aureus produces osteomyelitis of 
the skull as frequently as the non-beta-hemolytic groups of 
streptococci, but rarely spreads diffusely through the skull 
or produces purulent pachymeningitis as the non-beta-hemolytic 
streptococci do, though it frequently produces brain abscess. 
Before the introduction of penicillin 18 patients were treated 
by removal of variable amounts of osteomyelitic skull and 
attempts to drain the subdural space; all died. When limited 
amounts of penicillin became available 5 patients were treated 
by local instillation of penicillin into the subdural space, and 
all of these died. Ten patients have been fully treated with 
penicillin by systemic, subdural, intraventricular and sub- 
arachnoid routes. Of these 7 recovered. Purulent pachy- 
meningitis most commonly follows operation for chronic 
pansinusitis or mastoiditis, and its incidence should be con- 
siderably reduced by maintenance of an adequate concentration 
of penicillin in the blood before, during and after these 
operations. 
Lancet, London 
2:281-316 (Aug. 21) 1948 


G. F. Keatinge and R. Littlewood.—p. 281. 
Hitherto Unknown Virus Affecting Man. 
Smithburn 


*The Agricultural Worker. 

*“Mengo Encephalomyelitis: 
G. W. A. Dick, A. M. Best, A. J. Haddow and K. ( 

p. 286. 

Perforated Peptic Ulcer: Review of 105 Cases. A. H. Sangster.—p. 289 

*Polyarteritis Nodosa: Report of Case. R. D. Tonkin and R. J. V. 
Pulvertaft.—p. 291. 

Minimal Requirements for Mass Radiography. 


p. 293. 
2:317-360 (Aug. 28) 1948 


Selection of Medical Students. A. D. Harris.—p. 317. 

Psychiatric Screening of Medical Students. R. Orton and D. R. Martin 
—p. 321. 

Me ewe Tests and University Careers of Medical Students. Q. H. 
Gibson.—p. 323. 

Selection of Medical Students. A. Petrie.—p. 325. : 

Personality Studies of Medical Students. W. M. Millar.—p. 327. 


The Agricultural Worker.—This report by Keatinge and 
Littlewood is an attempt to investigate what contributions 
industrial and social medicine can make to assist British agri: 
culture in its task. It analyzes the causes, economic, political 
and social, of the drift from the land which is the cause ot 
today’s shortage of agricultural workers, and, reviewing the 
conditions under which the farm worker earns his living, SUg- 
gests ways by which his efficiency and status can be improved. 

Mengo Encephalomyelitis.— Dick and his co-workers 
report a case of encephalitis in a laboratory worker caused by 
a virus first isolated from animals in the Mengo District of 
Uganda. When the patient had already greatly improved, he 
discovered that he was deaf in the right ear and had some 
weakness of the upper fibers of the trapezius muscle on the 
right side. For isolation of the virus mice, rhesus monkeys 
guinea pigs were used. The serologic individuality of Mengo 
encephalomyelitis virus and the relationship of the monkey, 
mongoose and mosquito strains were established by neutraliza- 
tion tests. Serums collected for yellow fever immunity tests 
have been tested for neutralizing antibodies to the Mengo 
encephalomyelitis virus. Serums from 237 persons have been 
tested, and 3 have been found to be immune : one from the patient 
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Numper 4 


whose case is described here, and two from children aged 4 
and 6 years, both living on the edge of the Budongo Forest in 
Uganda. Thus it is established that the human infection can 
be contracted naturally. 

Polyarteritis Nodosa.—Tonkin and Pulvertaft consider it 
curious that the presence of palpable skin nodules and eosino- 
shilia should still be regarded as the essential diagnostic criteria 
vi polyarteritis nodosa, because for many years now authorities 
have shown that in only a small proportion of cases is either 
of these features present. The authors also stress that poly- 
arteritis nodosa does not carry the high mortality formerly 
ascribed to it; 50 per cent is the mortality rate estimated by 
‘he authors. They report a case in which the clinical mani- 
estations were observed for seven weeks and the diagnosis 
vas confirmed post mortem. The cfin‘cal picture may be pleo- 
morphic, but there is almost always clinical evidence of renal 
involvement. Two other diagnostic “sign posts” are dispro- 
vortionate tachycardia and other evidence of myocardial involve- 
ment, and persistent moderate polymorph leukocytosis. 


Proceedings of Royal Society of Medicine, London 
41:485-5608 (Aug.) 1948. Partial Index 


Smallpox 1947. W. H. Bradley.—p. 497. 

Observations upon Loudness Recruitment Phenomenon, with Especial 
Reference to Differential Diagnosis of Disorders of Internal Ear and 
VIII Nerve. M. R. Dix, C. S. Hallpike and J. D. Hood.—p. 516. 

Experimental Investigations in Endocrinology of Schizophrenia. R. E. 
Hemphill and M. Reiss.—p. 533. 

Nutritional! Edema. H. M. Sinclair.—p. 541. 

Nutritional Anemia. M. Hynes.—p. 545. 


South African Medical Journal, Cape Town 
22:449-476 (July 24) 1948 

‘Scrub Typhus and Tropical Sprue. P. Manson-Bahr.—p. 450. 

Heterotopic Ossification in Anterior Cruciate Ligament of Knee Joint: 

Report of Case. B. Polonsky.—p. 452. 

Post-Arsphenamine Encephalopathy. S. V. Humphries.—p. 454. 
Radiological Case Book IV. C. Merskey and L. Werbeloft.—p. 459. 
Subdiaphragmatic Cardiac Massage: During Operation for Strangulated 

Inguinal Hernia: Report of Successful Case. J. Wilton.—p. 461. 
Scrub Typhus and Tropical Sprue.— Manson-Bahr describes 
preparation of an effective vaccine against scrub typhus. He 
alls attention to the danger of laboratory infections when 
(astaneda’s method of growing rickettsiae in the lungs of 
rodents is employed, and makes suggestions as to how these 
can be avoided. When difficulties appeared in the large scale 
(evelopment of vaccine by means of cultivation of rickettsiae 
nthe lungs of mice, a search was made for a more susceptible 
animal, and the cotton rat proved valuable. Buckland and 
others developed a method by which 600 animals yielding a 
maximum of 9 liters of vaccine could be handled every day. 
Three cases of accidental scrub typhus infections occurred 
among 60 laboratory workers who were exposed. All 3 had 
received adequate immunization and recovered. Manson-Bahr 
joints out that during the war years, 1943 to 1945, it became 
evident that tropical sprue was behaving as an epidemic sea- 
wana disease with a comparatively short incubation period. The 
lisease observed a definite seasonal incidence from March to 
“eptember, with a peak period in June, corresponding to the 
fy and malaria seasons. There was no association with a one- 
sided or deficient dietary, for one third of the number consisted 
of fit soldiers on full rations under favorable climatic conditions. 
Since the incidence of sprue preceded that of dysentery, it is 
wlikely that one is engrafted on the other, but postdysenteric 
‘rue was especiaHy noted after amebiasis. 


* Thorax, London 
3:129-184 (Sept.) 1948 
Pheumopericardium Complicating 9Pneumothorax Therapy. P. Ellman 


and K. K. Hussain.—p. 129. 

Arterie: of P: perit : Study of 33 Cases. W. Fox.—p. 141. 
Venous Aneuryem of Lung. C. G. Barnes, L. Fatti and D. M. 
—p. 148, 
in Thoracic Surgery. A. I. P. Brown.—p. 161. 

Parolearal Pneumothorax: Review of 128 Cases. A. T. M. Roberts. 


lang Alveolar Tumors: Report of Two Cases. G. H. Jennings.—p. 174. 








Archivos Peruanos de Pat. y Clin., Lima 
2:171-350 (June) 1948. Partial Index 
*Streptomycin in Carrion’s Disease. L. Aldana, R. Gastelumendi and 

J. Dieguez.—p. 323. 

Streptomycin in Carrion’s Disease.—Aldana and collabo- 
rators found by in vitro experiments that streptomycin has a 
bactericidal action on Bartonella bacilliformis in doses non- 
toxic for man. They administered streptomycin to 2 patients 
in the evolutional phase of acute progressive anemia and to 3 
patients in the phase of verruca eruption. Excellent results 
were obtained in both phases. There was an immediate improve- 
ment in the severe anemia and clinical cure by the end of the 
treatment. The bartonella disappeared from the peripheral 
blood within the first three to five days of the treatment. There 
was rapid regression of the verrucal lesions. None of the 
patients in whom anemia was controlled developed verrucal 
eruption later. Streptomycin has-a potent effect on the eruptive 
phase which penicillin does not have. 


Dermatologica, Basel 
96: 337-400 (No. 5) 1948. Partial Index 


Hyperglobulinemic Purpura. G. A. Lindeboom.—p. 337. 

Fungicidal Effects of Phenol Derivatives. J. Horaéek and M. Polster. 
—p. 342. 

Skin Manifestations Associated with Lymphatic-Leukemia. C. H. Beek. 
—p. 350. 

“Follow-Up of 400 Cases of Anogenital Pruritus With or Without Hemor- 
rhoids Treated By Injection. C. BOhm.—p. 357. 

*Question of Relationship Between Chickenpox and Herpes Zoster. 
Marian Fellner.—p. 373. 


Follow-Up After Injection Therapy of Anogenital Pru- 
ritus.—Béhm says that two years ago he reported on treatment 
of varicosities of the anal region with subcutaneous injections 
of quinine-urethane and on alcohol injections in anogenital 
pruritus. Four hundred patients in whom from one to four 
years had elapsed since treatment were called in for control 
examinations. It was found that in the majority of cases the 
injection treatment of the varicose anorectal complex with 
quinine-urethane and the alcohol treatment of the anogenital 
pruritus were successful. A number of case histories are pre- 
sented and observations on the others are recorded in tables. 
The author believes that in cases in which hemorrhoids are 
absent or minimal, conservative measures should be tried before 
the injection treatment is instituted. 

Relation Between Chickenpox and Herpes Zoster.— 
Fellner reports histories of 3 children who contracted chicken- 
pox. First chickenpox developed in a boy, aged 7. Seventeen 
days later chickenpox appeared in a cousin, a little girl of 2 
years, and eleven days later an older sister of this little girl 
showed the exanthem of chickenpox. Herpes zoster appeared in 
the mother of these 2 girls five days after the chickenpox had 
developed in the older girl. Whereas in the first 2 children 
the chickenpox took a mild course, the third child had an 
extremely severe eruption and serious general manifestations, 
probably due to the simultaneous occurrence of herpes tonsurans 
vesiculosus, which probably induced hyperallergy in the skin. 


Harefuah, Jerusalem—Tel Aviv 
35:13-22 (July 15) 1948 


*Prothrombinopenic Effect of Penicillin in Men. Z. A. Lewitus and 
A. Aschireli.—p. 13. 
Complement Fixation Test for Cancer. H. J. Koehler.—p. 15. 


Thrombopenic Effect of Penicillin.—A study of 31 
patients, most of them injured in war, who received penicillin 
revealed to Lewitus and Aschireli that there was a tendency 
for the prothrombin to decrease to 50 and 60 per cent of normal 
under the influence of treatment with penicillin. This effect 
could be counteracted by the intramuscular injection of 5 mg. 
of a vitamin K preparation. Thus penicillin, like the salicylates 
and some of the sulfonamide drugs, exhibits a prothrombinopenic 
effect that can be counteracted by vitamin K. The authors 
stress this observation in view of possible cumulative prothrom- 
binopenic effects in cases of primary prothrombinopenia, or 
during the treatment of patients with “dicumarol,” which 
patients may also receive penicillin. 
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Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 
92:2137-2212 (July 17) 1948. Partial Index 


"Sexual Function and Epilepsy. J. J. H. M. Klessens.—p. 2154. 


Silent Cases of Hemolytic Disease of the Newborn. S. I. De Vries. 
p. 2159. 

Congenital Diaphragmatic Hernia. E. van Wijk and S. van Creveld. 
p. 2169 


Sexual Function and Epilepsy.—Klessens points out that 
epilepsy usually develops during the prepuberal age and is fre- 
quent in those in whom the first menstruation is delayed. 
Reduction or cessation of the menstrual flow may be accom- 
panied by recurrence of attacks. The author cites the case of 
a girl in whom epileptic attacks became less frequent and 
gradually subsided completely as the menstrual function became 
normalized between her seventeenth and twentieth year. The 
author has also seen at least 8 male patients between 18 and 
24 years of age with deficient sexual development (indicated 
by absence or extreme rarity of discharge of semen) who were 
subject to grand mal or petit mal seizures. In 2 such patients, 
aged 20 and 24, respectively, whose sexual development was 
retarded, treatment with sexual hormone for six to eight months 
promoted the sexual development and first reduced and then 
counteracted epileptic attack, which formerly had occurred 
almost daily. The author believes that although the electro- 
encephalogram reveals changes between the attacks in patients 
subject to epileptic seizures, this does not necessarily indicate 
that the primary cause of epilepsy is in the brain. 


Partial Index 


Hutter.—p. 2220. 
Grosfeld and L. 


92: 2213-2304 (July 24) 1948. 


Use of Curare with Electric Shock Therapy. A. 
"Treatment of Syphilis During Pregnancy. J. C. 


»22° 


der Lugt.—p. 2237. 

Treatment of Syphilis During Pregnancy.—Grosield and 
van der Lugt studied the fate of children resulting from thirty 
pregnancies in which the syphilitic mothers had received various 
forms of treatment. The best results were obtained when 
4,000,000 units of penicillin had been administered in addition 
to a course of bismuth compound and neoarsphenamine. 


van 


Nordisk Medicin, Stockholm 
39:1411-1446 (July 30) 1948. Partial Index 


Can BCG Vaccination Entail Transient Decrease of Resistance? Review. 
J. Boe.—p. 1411 

Intravascular Aggregation of Erythrocytes in Pregnancy, Parturition 
and Puerperium. H. Zilliacus and C. A. Ehrenrooth.—p. 1415. 

Results of Treatment of Sterility in Women. J. Hoffmeyer.—p. 1420. 

Mass Poisoning from Methyl Alcohol and Antifreeze Solution. R. Opsahl. 


p. 1431. 
“Hepatic Calculus and Indication for Choledochoduodenostomy. S. Miller. 
p. 1433. 
Osteomyelitis in Patella Treated with Extirpation. C. Holm.—p. 1434. 
Hepatic Calculus and Indication for Choledocho- 


duodenostomy.—Miiller says that hepatic calculi were found 
in 36, or 3.5 per cent, of 978 patients operated on for gallstones. 
The permanent results of the operation were satisfactory when 
the calculi were few or small, unsatisfactory when they were 
numerous or large. Because of the considerable danger of 
occlusion or recurrent gallstone colic, primary choledocho- 
duodenostomy is believed to be indicated in cases in which 
hepatic calculi are numerous or large. 


39: 1447-1482 (Aug. 6) 1948. 


Electrocardiography with Unipolar Leads. A. Jervell.—p. 1447. 

Folic Acid Treatment of Pernicious Anemia. T. Bennike.—p. 1451. 

Bilirubin Test in Obscure Cases of Jaundice. O. Ljung.—p. 1456. 

Flying and Low Pressure Chambers in Treatment of Whooping Cough. 

E. V. V. Bergquist.—p. 1459. 
Technic in Surgical Treatment of Verrucae Plantae. G. Auken.—p. 1462. 
"Complications Affecting Spinal Cord in Chloroma and Myelosis. G. Holm- 

berg.—p. 1463. 

Complications Affecting Spinal Cord in Chloroma and 
Myelosis.—In the case of chloroma reported in a woman aged 
20, the spinal cord was compressed by an intraspinal infiltration 
in the lower thoracic segment and paraplegia resulted. Holm- 
berg states that spinal cord complications, common in chloroma, 
which is a special form of myelosis, are rare in other myeloses. 
Chloroma was not diagnosed in any of the 41 cases of 
myelosis, 32 chronic, 9 acute or subacute, treated in Karolinska 
Sjukhuset from 1940 to 1946. Symptoms from the nervous 
system were seen in 2 of the cases of chronic disease. 
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Presse Médicale, Paris 
56:625-636 (Sept. 11) 1948 


"General Considerations on Antagonistic Complexes. 


R. Richou.—p. 625. 
“Aggravating Influence of Administration of Testosterone on Early Cancer 
of the Breast. P. Santy and M. Dargent.—p. 626. 

Pronounced Faciolingual Apraxia in Course of Traumatic Global Aphasia. 
J. A. Chavany, F. Thiébaut, J. Sicard and J. Pecker.—p. 627. 
Antagonistic Complexes.— Experiments carried out by 

Ramon and Richou resulted in the discovery that certain cul- 
ture filtrates of Bacillus subtilis, of Penicillium notatum and 
of Actinomyces griseus contain antidotal, virucidal and diastasic 
principles in addition to the well known antibiotic principles. 
They therefore deserve the term “antagonistic complexes” which 
has been coined for them. Purified penicillin or streptomycin 
does not contain these additional principles. The antagonistic 
complexes may be substituted for the purified antibiotics in the 
local treatment of certain infections or toxinfections. The indi- 
cations for the antagonistic complexes which have penicillin or 
streptomycin as base may be the same as those for the anti- 
biotic substances themselves. 


Testosterone in Early Cancer of Breast.—Santy and 
Dargent treated 8 women between the ages of 30 and 51 years 
with pathologic conditions *of the breast diagnosed as “cystic 
mastopathy” by one or two intramuscular injections per week 
of 5 to 10 mg. of testosterone. Treatment resulted in increase 
in pain or in induration which characterized the lesions before 
testosterone treatment was instituted. There was a rapid 
increase in the growth of the tumor which was first considered 
benign. In 6 of the cases cancer of the breast was diagnosed 
on clinical examination and only in 1 case degeneration of a 
cystic mastitis was demonstrated on clinical and microscopic 
examination. Because of the small doses of the drug employed 
and the rapid development of the cancer it is suggested that in 
the majority of the cases the androgen had a stimulating effect 
on a latent cancerous lesion or on a precancerous lesion rather 
than a cancerogenic effect. With regard to the only case in 
which degeneration of cystic mastitis was demonstrated, it is 
emphasized that this incidence is not greater than that of spon- 
taneous transformation of this definitely precancerous lesion. 
Routine treatment with testosterone is dangerous in suspected 
cases because it may elicit an endocrine response and may 
stimulate a latent malignant process. 


G. Ramon and 


Revue Médicale de Liége 
3:401-448 (Aug. 15) 1948. Partial Index 


"Streptomycin in Treatment of Pulmonary Tuberculosis. A 
. 401. 

Yohuaene A. Thomas.—p. 

Streptomycin in Pulmonary Tuberculosis. — Reginster 
treated 8 tuberculous patients, 6 men between the ages of 23 
and 51 and two girls aged 15 and 18 respectively, with strepto- 
mycin. One to 1.5 Gm. of the drug in two fractional doses was 
injected daily for ninety days. Pulmonary cavities represent 
lesions least favorably influenced by streptomycin. They furnish 
the most favorable medium in vivo for the development of 
resistance of Koch's bacillus to streptomycin. Treatment with 
streptomycin is indicated in acute or subacute miliary, pneu- 
monic or bronchopneumonic lesions in the absence of ulcerations, 
and for ulcerative, vegetative or ulcerovegetative lesions of the 
upper respiratory passages. A patient who belongs to one of 
these two groups but who in addition presents a cavity should 
not be treated with streptomycin except where an effective 
collapse can be realized before the end of the first month; 1 ¢, 
the period for which according to the author's experience 
resistance of the bacilli to streptomycin may be delayed. 
Patients amenable to surgical collapse therapy may be treated 
preoperatively and postoperatively with streptontycin. On pal- 
liative and experimental grounds it seems justified to practice 
a twenty-one day streptomycin course of treatment in patients 
with grave lesions of the upper respiratory passages who also 
present pulmonary lesions not accessible to collapse therapy oF 
who already have been submitted to an ineffective collapse. 
These indications should not be considered definite, since the 
place of streptomycin in the treatment of pulmonary tubercu- 
losis will be established only by strictly controlled therapeutic 
trials in long series of fairly homogeneous cases. 


Reginster. 


Silicosis and its Diagnosis. 426. 
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Schweizerische Zeitschrift fiir Tuberkulose, Basel 
§:189-260 (No. 4) 1948. Partial Index 


*Symptomatology of Pleural Endothelioma (Mesothelioma). K. Kaiser. 
"senate Lobe” and Collapse Therapy; Tomographic and Endoscopic 
Exploration of Superior Mediastinal Recessus. R. Jeanneret, 

G. de Rahm, F. de Kovats Jr., and others.—p. 212. 

Statistical Contribution to Tuberculosis of Kidneys. H. U. Gloor and 

G. Jaccard.—p. 232. 

Pleural Endothelioma.—Kaiser reports 10 cases of endo- 
thelioma of the pleura in 5 men and 5 women between the ages 
of 37 and 71 years. The initial symptoms consisted of pain in 
the sacral region, in the hip and in the inguinal region, radiating 
to the shoulder, and of severe irritative cough. Three patients 
had stinging pain in the chest. The most important clinical 
sign was the rapid development of a hemorrhagic pleural 
exudate which had a decided tendency to recurrence. The 
burden placed on the pulmonary circulation caused right 
ventricular hypertrophy and dilatation which were demonstrated 
by corresponding alterations in the electrocardiogram. There 
was pronounced dyspnea. Secondary hypochromic anemia 
occurred regularly. The blood showed an important increase 
in sedimentation rate and a shift to the left of Weltmann’s 
coagulation reaction. Death resulted within four to six months. 
Bronchoscopy may be an aid in the differential diagnosis from 
endobronchial tumor. Diagnosis can be established by pleu- 
roscopy with simultaneous exploratory excision. In 1 case the 
diagnosis was carried out by thoracotomy. This should be 
practiced if less radical methods of diagnostic examination fail. 
There is no effective causal treatment. Symptomatic treatment 
requires daily aspiration of the fluid from the pleural cavity. 


Wiener Klinische Wochenschrift, Vienna 
60 :509-524 (Aug. 13) 1948. Partial Index 


*Extirpation of Spleen Supporting Treatment with Penicillin for Bac- 
terial Endocarditis. K. Fellinger.—p. 509. 
Contribution to Criticism of Diagnosis of Appendicitis. G. Hennig. 
—. $10 
Pe Due to Squamous Celled Epithelioma. E. Morvay.—p. 512. 
"Experimental Contribution to Problems of Differential Diagnosis in 
Connection with BCG Vaccination. S. Zimanyi.—p. 515. 
Splenectomy in Bacterial Endocarditis.—Fellinger treated 
1 man aged 28 with bacterial endocarditis with 320,000 units of 
penicillin daily for six weeks. There was a rapid improvement 
in the general condition and in the tachycardia. Five months 
later rise in temperature and tachycardia were noted. A mild 
diastolic murmur over the aorta became accentuated, and per- 
ipheral signs of aortic insufficiency were manifest. The spleen 
was considerably enlarged. Twenty million units of penicillin 
were administered in six weeks, and the temperature was 
restored to normal. A new bout of fever occurred within a few 
days after the drug was discontinued. The spleen was con- 
sidered as the focus of the infection and splenectomy was per- 
formed. Twelve million units of penicillin combined with 
sulfathiazole were administered postoperatively ; the temperature 
returned to normal within two weeks. Culture from the spleen 
yielded Streptococcus viridans. The preoperative drop in the 
temperature resulting from penicillin suggests that the strepto- 
cocci on the valves and in the blood were sensitive to penicillin. 
The secondary development of resistance of the streptococci in 
the spleen seems likely. The recovery after splenectomy demon- 
strated that failure of penicillin does not depend on the presence 
of deep ulceration of the valves, but that bacteria in the spleen, 
which are not accessible to penicillin, may be the carriers of 
the infection. Splenectomy is to be considered in every case 
of penicillin-resistant or recurrent bacterial - endocarditis. 
Problems of Differential Diagnosis Connected with 
BCG Vaccination.—According to Zimanyi, the wide employ- 
ment of BCG vaccination makes difficult the evaluation of the 
tuberculin test and of the diagnosis based on this test, since a 
Positive reaction can take place after the injection of tuberculin 
after the vaccination. It is, nevertheless, indispensable to 
differentiate between the harmless infection which follows the 
CG vaccination and a possible reinfection with its grave con- 
Sequences. In Russia it has become a routine to produce 
Pirquet’s reaction in addition to Mantoux’s reaction three 
months after the vaccination; they consider the case as one of 
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reinfection when both reactions to tests are positive. The cor- 
rectness of this method was tested in 360 vaccinated children. 
With both tests performed simultaneously in 180 children, 153 
(86 per cent) showed a positive Mantoux reaction and 89 (52.8 
per cent) a positive Pirquet reaction. In a second group of 180 
children Pirquet’s reaction was produced first and Mantoux’s 
test was performed two weeks later. The reaction to Mantoux’s 
test was again positive in 153 children (86 per cent), while 
Pirquet’s reaction was positive in only 10 children. The children 
in both groups had been vaccinated five months before the 
tests. No pathologic changes were demonstrated by the sedi- 
mentation rate or by roentgenologic examination in all 360 
children. Mantoux’s and Pirquet’s tests, provided they are per- 
formed at the right time and in the right order, may be used 
as a basis for differential diagnosis, because a positive Pirquet 
reaction after BCG vaccination is not an equivalent of a rein- 
fection and because a negative Mantoux reaction and even more 
a negative Pirquet reaction do not exclude a serious reinfection. 
A confirmation of the diagnosis in children with a positive 
Mantoux reaction and a negative Pirquet reaction may be 
obtained only by simultaneous determination of the blood sedi- 
mentation rate and roentgenologic examination. Additional 
examinations of the sputum and of the contents of the stomach 
may be carried out occasionally. 


60 :525-540 (Aug. 20) 1948. Partial Index 
*Treatment of Tuberculosis of Skin With Vitamin De. G. Riehl.—p. 525. 
Treatment of Acute Poisoning from Soporifics. H. Kofler.—p. 530. 
Surgical Treatment of Panaritium: Results. W. Kole.—p. 531. 
Value of Microscopic Examination of Mucosa of Uterus for Diagnosis 

of Extra-Uterine Pregnancy. H. Husslein.—p. 534. 

Vitamin D, in Tuberculosis of Skin.—Rieh! treated 150 
patients with lupus vulgaris with vitamin Ds. Only 50 of these 
patients, 30 women and 20 men, have been followed long enough 
to be reported—24 of these have been treated for six to nine 
months and the remaining 26 for more than four months. Ten 
patients were given the French preparation “sterogyl,’ 3 ampules 
with 600,000 units each in one-half glass of water daily after 
each meal for the first week; 2 ampules daily for the second, 
third and fourth week, and then 1 ampule weekly for several 
months up to one year. Forty patients were given the British 
preparation calciferol (“glaxo”), in two weekly doses of 600,000 
units, by intramuscular route. All the other patients were given 
the Swiss preparation “vi-dé.” The duration of the disease was 
more than four decades in some of the patients, more than ten 
years in the majority and one to two years in a few. There 
was rapid healing of ulcerations which had resisted all other 
methods of treatment. Large ulcers healed within three to 
four weeks with a firm but fine scar, ulcers the size of a penny 
healed even more rapidly. There was rapid epithelization of 
the obstinate ulcers of the mucosa. <A pronounced line of 
demarcation was obtained within two weeks in ulcerous destruc- 
tive processes at the tip of the nose, septum and alae nasi, 
which prevented disintegration. Plane foci of lupus were the 
slowest in responding. - Healing of foci of the pinna was slower 
than of those of the face. Infiltrates under the scars often were 
demonstrated on microscopic examination of patients with clini- 
cal recovery. There was increase in body weight up to 3 Kg. 
in three to four months. Appetite was increased. The blood 
calcium level showed a tendency to rise up to 14 mg. per hun- 
dred cubic centimeters. and more. There were no signs of 
intoxication. Blood pressure showed a tendency to drop. 
Mantoux’s test was performed every two weeks; a strongly 
positive reaction suggested a high allergy and warranted a 
good response. There was temporary swelling of regional 
lymph nodes and occasionally universal swelling of subcutaneous 
lymph nodes for twenty-four hours. Vitamin D, therapy proved 
to be definitely more effective and in a shorter time than all 
methods of treatment practiced before, except for the total 
excision of a focus, which may be feasible in rare cases only. 
The danger of intoxication may be prevented by repeated exam- 
ination of blood pressure, body weight, blood sedimentation 
rate, differential blood count, Mantoux’s test, roentgenologic 
control and determination of the blood calcium level. The 
patients must be admitted to the hospital for treatment and 
must remain there for several months. 
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Book Notices 


By the Cancer 


Standards for the Diagnosis and Treatment of Cancer. 
Boards. 


Committee of the Iowa State Medical Society. Second edition. 


Price, $1. Pp. 160. Athens Press, lowa City, lowa; A. W. Erskine, M.D., 
Secretary of the Cancer Committee of the lowa State Medical Society, 
126 Higley Bldg... Cedar Rapids, lowa, 1948 


his is an excellent manual for the general practitioner deal- 
ing with the technic involved in the recognition of cancer by 
the family doctor who sees the majority of cancer patients first. 
Chis manual quite properly starts out with a consideration of 
the place of the family doctor in cancer control. It then pro- 
ceeds to a detailed discussion of the various forms of cancer and 
the technics employed in their recognition. It has a brief chapter 
on radiation therapy and a fairly extensive bibliography on 
cancer arranged according to the source of the malignancy. 
Chis is the kind of postgraduate education which will help to 
keep the family physician, the general practitioner, functioning 
at highest efficiency 


The Principles and Practice of Modern Cosmetics. Volume It: 


Cosmetic Materials: Their Origin, Characteristics, Uses and Dermato- 
logical Action. By Ralph G. Harry, F.R.LC., Head of the Cosmetic 
Department, Beecham Research Laboratortes Ltd. Cloth Price, 35s. 


Pp. 479. with 7 illustrations Leonard Hill, Ltd., 17 Stratford Place, 


London, W. 1, 1948 

Chis book presents in alphabetical arrangement a list of 
materials commonly used in cosmetics or for cosmetic manu- 
facture. Included are discussions on the origin, characteristics, 
uses and dermatologic action of cosmetic materials. Thus one 
may pass from “abracols” to zinc sulfate and find information 
on formula, molecular weight, occurrence or manufacture, 
physical and chemical properties, B. P. standard, use in toilet 
preparations and dermatologic action. The appendixes include 
discussions of methods of U. S. Toilet Goods Association for 
testing for certain substances and a list of the coal tar colors 
certified by the Food and Drug Administration. Although the 
book is written in England, it, unlike many others, has equal 
usefulness for those who reside outside the United Kingdom. 
Chus, this volume should be of considerable usefulness to those 
in the United States who are interested in the preparation or 
identification of cosmetics and cosmetic ingredients. It is not 
intended for the practitioner, but it will be found practical for 
the pharmacist, chemist, teacher and others who have interest 
in the details of cosmetology. 


Methods of Vitamin Assay. Prepared and edited by The Association 
of Vitamin Chemists, Inc. Cloth. Price, $3.50. Pp. 189, with illustra- 
tions. Published for the The Association of Vitamin Chemists, Inc., by 
Interscience Publishers, Inc., 215 Fourth Ave., New York 3, 1947. 

This book, prepared by a group of vitamin chemists, presents 
in detail satisfactory procedures and methods of assay available 
for vitamins A, D, C, B: Bs and nicotinic acid and carotene. 
Chere is a reference list to the literature on the other vitamins 
and vitamin-like substances, and further revisions are promised 
to include assay methods for these. Wherever applicable, the 
microbiologic, chemical and physical methods of assay are 
described in detail. Each method explains the principle of the 
assay, the laboratory apparatus required, the preparation of the 
reagents and the detailed procedure followed by comments. 
There is also a general description of the vitamins, including 
their chemical and physical properties. An informative chapter 
on sampling for vitamin analyses is included for various types 
of food products, pharmaceuticals and biologic fluids. The use 
of check samples in the control of vitamin methods is specified 
in another chapter. This book will be useful for reference in 
any laboratory or industry interested in the field of vitamin 
assay methods. 


Occupational Therapy Source Book. Edited by Sidney Licht, M.D. 
With an introduction by C. Charles Burlingame, M.D., Psychiatrist-in- 
Chief, The Institute of Living, Hartford, Connecticut. [Reprinted from 
Occupational Therapy and Rehabilitation 1947, 1948.) Cloth. Price, 
$1. Pp. 90. Williams & Wilkins Co., Mt. Royal & Guilford Aves., 
Baltimore 2, 1948. 

In this small monograph Dr. Licht presents a clear outline 
of the early history of occupational therapy. He then documents 
fundamental psychiatric studies relating to occupational therapy 
which were first presented by Pinel in 1801 with other quota- 
tions from the writings of Reil, Halloran, Rush, Tuke, Esquirol, 
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Leuret, Voisin, Kirkbride and Eva Charlotte Reid. This book 
will be of particular interest to institutional personnel and 
represents an excellent choice of contributors and their contribu- 
tions to this subject. 

By Mahmoud 


Pp. 111, with 
St., London, 


Bilharzial Cancer: Radiological Diagnosis and Treatment. 
Ahmed Afifi, M.B., Ch.B., M.R.C.S. Cloth. Price, 16s. 
60 illustrations. H. K. Lewis & Co., Ltd., 136 Gower 
W.C. 1, 1948. 

This small but fascinating book presents data from Egypt 
on the incidence of bilharziasis and cancer in various organs, 
ably discusses the roentgenologic diagnosis of bilharzial cancer 
and suggests the treatment of bilharzially associated cancer. 
It is of interest chiefly to urologists and radiologists. The evi- 
dence for an etiologic relationship between bilharziasis and 
cancer is, at the present time, of a statistical nature, which is 
inconclusive. The author shows a high coincidence of these two 
diseases in cancer of the bladder, prostate and colon. Unfortu- 
nately no data are presented giving the incidence of bilharziasis 
in these organs in nonneoplastic lesions, such as benign prostatic 
hypertrophy, and in routine autopsies. Other organs, such as 
lung, gallbladder, liver and pancreas, showed much bilharziasis 
but little cancer. This book, well written and interesting as it 
is, leaves many more questions unanswered than it settles. It 
left the reviewer frustrated because of its failure to give data 
which were probably at hand on control normal and pathologic 
tissues. The potential contributions of the statistical method 
have not yet been fully realized and the experimental approach 
has hardly been touched. It is hoped that the author will, in a 
few years, present a greatly expanded monograph on this 
subject. 


Die funktionelle Organisation des vegetativen Nervensystems. Von W. 
R. Hess, 0.6. Professor der Physiologie an der Universitit Ziirich, 
Ziirich. Cloth. Price, 18.50 Swiss francs. Pp. 226, with 80 illustrations. 
Grune & Stratton, Inc., 381 Fourth Ave., New York 16; Benno Schwabe, 
Klosterberg 27, Basel 10, 1948. 

W. R. Hess, who recently summarized his work on the dien- 
cephalic centers of the autonomic nervous system (Helv. physiol. 
Acta, supplement IV and V, 1947/1948), gives a penetrating 
study of autonomic organization in the present work, which is 
recommended to any one who is interested not only in the 
knowledge of pertinent facts but in the interpretation of these 
data from the point of view of an organismically oriented physi- 
ology. Autonomic functions show different levels of organiza- 
tion. Adaptive reactions are noticeable even in peripheral 
autonomically innervated structures, but only at higher levels 
(spinal, medullary and diencephalic) are complex organ systems 
integrated. Cortically induced autonomic functions are largely 
related to the expression of emotion, whereas the subcortical 
centers of the autonomic nervous system coordinate vegetative 
functions such as regulation of body temperature. Study of the 
book is rather difficult because of the style, but it is definitely 
rewarding. Print and illustrations are excellent. The literature 
(about 250 numbers) is arranged alphabetically, while the 
papers referred to in the text are numbered consecutively. 
This is definitely inferior to the customary methods of citation 
and reference. 


Highlights of the National Conference on Family Life, Washington, 
D. C., May 5-8, 1948. Paper. Price, 15 cents. Pp. 22. National Con- 
ference on Family Life, 10 E. 40th St., New York 16, [n.d.]. 

This is a pamphlet giving a brief summary of the proceedings 
of the National Conference on Family Life held in Washington, 
D. C., May 5 through 8, 1948. It consists mainly of the sugges- 
tions and recommendations arrived at by the Conference. 
Minority and divergent ideas are found in the footnotes. The 
Conference arrived at more or less obvious conclusions relating 
to the needs of individual family members in their community 
relationships. It called for more activities to draw the father 
back into active family membership and suggested the pro- 
vision of more opportunities for the participation of young 
persons in community activities. The emphasis seemed to be 
on strengthening the family, but there is evidence in this report 
of a trend of thinking all too common at this time, namely, the 
“strengthening” of the family by coordinating it into more 
community activities, which tend to deemphasize the family and 
exalt the community. 
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Hetero-Specific Alteration Therapy: A New Treatment for Pulmonary 
Tuberculosis Based on Specific Cellular Alteration Produced by a Mixed 
Autolysate of Typhoid Bacilli and Gonococci. By Susumu Nukada, M.D., 
Ph.D., and Chieko Ryu, M.D. Paper. Pp. 80, with 5 illustrations. Japan 
Medical Publications Co., Ltd., Tokyo & Kyoto, 1948. 

In 1924 (J. Exper. Med. 40:661) Nukada and Matsuzaki 
reported that the resistance of the heart of animals vaccinated 
with a certain kind of heterobacteria was greater than that of 
nonvaccinated control animals. Subsequently, Nukada and his 
collaborators studied the fluctuations in the resistance or defen- 
sive power against bacterial infection of animals following 
vaccination (immunization) with different varieties of heterobac- 
teria to note which produced the best protection. They found 
a mixture of typhoid bacilli and gonococci produced the best 
“antitubercular” resistance. During the period 1931 to 1937 
Nukada and Ryu determined the minimal doses required to 
affect the course of experimental tuberculosis in rabbits and 
guinea pigs given large amounts of virulent human tubercle 
bacilli intravenously. Most of the treated animals survived 
longer than controls or those treated with coli or pneumococcus 
vaccine. An attempt was made to isolate the active principle, 
and an “antitubercular” resistance in guinea pigs was produced 
by a mixture of “autolysate” (autodigestion product) of typhoid 
hacilli and gonococci (“heterosate”). The authors feel that the 
results produced by “heterosate” are due to an increased resis- 
tance or defensive power against the tubercle bacilli developed 
as a “specific alteration” in the tissue cells. Tests were made 
on tuberculous patients, and improvement similar to that noted 
in animals resulted particularly as pertained to reducing tem- 
perature. 

The book is printed in English and presents tabulations of 
numerous experiments submitted in evidence. Although the 
data might be accepted as observations, it may be questioned 
whether the conclusions warrant clinical therapeutic applica- 
tion. Scientifically, there are wide gaps in the reasoning applied 
to justifying therapeutic conclusions. The “heterosate” prepared 
from heat-killed (53 C. for one hour) organisms and containing 
carbolic acid can hardly be called an autolysate. There is also 
some confusion as to its analysis as a preventive or therapeutic 
agent. Preventive tests proved a lesser incidence of tuberculosis 
in nurses (44 persons) and therapeutic use in 932 cases of pul- 
monary tuberculosis with “very satisfactory” results. It is 
proposed to call this method of treatment for pulmonary tuber- 
culosis “hetero-specific alteration therapy” or “heterosate ther- 
apy,” based on the conception of the production of a cellular 
alteration whereby the resisting or defensive power of the tissue 
cells is increased specifically against tubercle bacilli. The book 
should be read critically by those interested in tuberculosis. 


Midwifery. By Ten Teachers under the direction of Clifford White, 
M.D., B.S., F.R.C.P. Edited by Clifford White, Frank Cook and William 
Gilliatt. Eighth edition. Cloth. Price, $6. Pp. 560, with 217 illustra- 
tions. Williams & Wilkins Co., Mount Royal and Guilford Aves., Balti- 
more 2, 1948. 

“Midwifery” shows a definite improvement in this edition. 
Illustrations are distinct and reproduced well. It is a clear and 
easily read volume. 

The illustration on page 114, “Care of the Perineum,” deviates 
considerably from the technic used in the better maternity 
clinics in this: country. Danger of contamination of the right 
hand by the anus is evident. The inability to expose and protect 
the vulva properly by this method of delivery is self evident. 
Reference to episiotomy indicates a practice somewhat different 
Irom that encountered in the United States. 

The discussion and management of vomiting due to pregnancy 
per se seems to fall a little short in completeness although there 
are over six pages in this section. Dieckmann has demonstrated 
that with proper treatment there is rarely if ever an indication 
lor interruption because of vomiting of pregnancy, which varies 
Irom the implication of the discussion. Treatment of eclampsia 
Seems a little incomplete. 

The management of septic abortion is brief; yet indications 
are clearly given for the various recommended procedures. 
Value of penicillin is inadequately emphasized. There is a 
failure to point out the limited but possible value of strepto- 
mycin. Under treatment of repeated abortions the statement, 


“The condition is not associated with infertility,” seems 
maccurate because obviously repeated abortion does result in 
mability to conceive and carry through to viability. 
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The discussion of episiotomy on page 447 may not be appro- 
priate for the student and does not rise to the level of the 
resident. Other suggestions of a similar nature could be sub- 
mitted. The elimination of biography and much needless 
discourse (too often present in the best books in the United 
States) on the history of prior therapies is most commendable. 

This book is recommended because of the direct approach, 
clear and adequate illustrations and the elimination of 
unessentials. 


A Textbook of Pharmacology and Therapeutics. By Harold N. 
Wright, M.S., Ph.D., Associate Professor of Pharmacology, University 
of Minnesota, Minneapolis, and Mildred Montag, R.N., M.A., Director, 
Adelphi College School of Nursing, Garden City, N. Y. Fourth edition. 
Cloth. Price, $4. Pp. 720, with 95 illustrations. W. B. Saunders Co., 
218 W. Washington Sq., Philadelphia 5, 1948. 

This is the fourth edition of a book that is rather compre- 
hensive in scope, perhaps too comprehensive for students cf 
nursing. On the other hand, it is not sufficiently complete for 
medical students or pharmacists. The book, however, is appar- 
ently intended for nurses and probably contains all the informa- 
tion on drugs that is needed for this objective. Since it is 
intended to present pharmacology and _ therapeutics, one 
wonders about the need for discussing, for example, the physi- 
ology and pathology of the circulatory system. This would 
seem best left for other books which are written to present 
such topics. However, this is a fault not uncommonly found 
in many volumes; there seems to be a tendency for books 
undergoing revision to increase in content, with much of the 
increase being somewhat irrelevant material if the original per- 
spective of the book is kept in view. But how much criticism 
should be directed against this is questionable, as students often 
appreciate accessory information that has a bearing on the 
subject which they are studying. One of the useful features 
of this book is the list of exercises included at the end of each 
chapter. These exercises pose some pertinent questions and 
should do much to fix the contents of the chapters in the minds 
of the readers. Obviously, the present book has had some 
considerable success or it would not have reached a fourth 
edition. 


By J. A. C. Brown, M.B., Ch.B. Cloth. 
15 E. 40th St., 


Psychiatry for Everyman. 
Price, $3. Pp. 247. The Philosophical Library, Inc., 
New York 16, 1947. 

This simply written, short, comprehensive survey of the more 
outstanding contributions of psychiatry to the increasing under- 
standing of mental and emotional illness, and of human behavior 
in general, recommends itself as a welcome addition to those 
books which can add measurably to the fundamental knowledge 
of “every man.” Although written primarily for the layman, it 
remains a scientific, authoritative review of the more outstanding 
contributions in this field of medicine. Extremely readable, it 
avoids the inaccuracies of many books which attempt to popu- 
larize medical themes. It will prove useful also to the medical 
student who wishes a concise survey of the field covered im his 
basic instruction in psychiatry, and: will be welcomed by the 
social worker and the educator. 

In the hands of the general public this book should help dispel 
much of the mysterious fear which exists concerning things 
psychiatric, while at the same time it discloses how the growing 
application of this accumulating knowledge, when more uni- 
versally applied, will contribute immeasurably to the prevention 
of much human unhappiness. 


Racial Variations in Immunity to Syphilis: A Study of the Disease in 
the Chinese, White, and Negro Races. By Chester North Frazier and 
Li Hung-Chiung. Cloth. Price, $2.50. Pp. 122, with 13 illustrations. 
University of Chicago Press, 5750 Ellis Ave., Chicago 37, 1948. 

This monograph, based on an enormous experience with 
16,845 consecutive cases of syphilis in the Chinese, white and 
Negro races, deals with the fundamental problem of immunity 
in syphilis. 

The senior author has had a unique opportunity to observe 
the varying course of syphilis among these three different races 
in two first class syphilologic centers, that of the Johns Hopkins 
Hospital and the School of Hygiene and Public Health, and the 
Peiping Union Medical College. The junior author was 
formerly Director of Venereal Disease Control, National 
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Health Administration of China. The study was carried out 
over a period of more than twenty-five years. While the book 
is written in a rather philosophic tone, the statistical summa- 
tions of the experience are impressive, and should satisfy the 
requirements of readers who wish to examine the data in detail. 

Scattered studies of race and sex differences in the frequency 
with which late serious manifestations of syphilis occur have 
been made. In many instances, the studies have been based on 
such highly selected small groups of patients as to make the 
conclusions uncertain or downright impressionistic. 

Frazier and Hung-Chiung submit clear evidence that syphilis 
in both Chinese males and females tends to become latent in a 
much higher portion of patients than in white and Negro males 
and females. The Chinese male has almost as good a chance 
of proceeding to latency in regard to a syphilitic infection as 
does the white female, in whom the infection is most benign for 
reasons which have only been guessed at. Early in the disease, 
acute periostitis and acute meningitis tend to develop much more 
irequently in the Chinese male than in the white. In spite of 
the tendency to meningeal involvement early in the disease, 
tertiary localization in Chinese was preponderantly extraneural 

The authors consider various backgrounds which might con- 
tribute to the benign course in ‘the Chinese people, without 
coming to any definite conclusions. They reject the theory 
that special strains of spirochetes may cause localization of 
syphilis in the nervous system. 

This short monograph will be of the greatest interest to 
syphilologists, in particular those who are struggling with the 
several unsolved fundamental problems in regard to the disease, 
ind to any one interested in the peculiarities of reaction of man 
to chronic infectious diseases in general. It is highly recom- 
mended. 


Health Teaching in Schools for Teachers in Elementary and Secondary 
Schools. By Ruth E. Grout, M.P.H., Ph.D., Associate Professor, School 
Public Health and the College of Education, University of Minnesota, 
Minneapolis. Cloth. Price, $4. Pp. 320, with 18 illustrations. W. B 
Saunders Co., 218 W. Washington Square, Philadelphia 5, 1948 

This is a book of primary interest to teachers and school 
administrators. As such, it can be recommended without 
reservation. It is prepared by a recognized authority, with 
assistance and collaboration from many competent advisers. 
It has as basic chapters the nature of health education in school 
and community; the health needs of the growing child; home, 
school and community health needs; educational principles and 
procedures, and planning for health education within the school. 
From this point the author proceeds to present guides to health 
teaching in elementary schools and in secondary schools. There 
is an excellent chapter on audiovisual materials and a good 
chapter on evaluation of progress in health education. A chapter 
is devoted to co-workers, that is, professional official and 
voluntary health agencies, and their cooperative role in health 
education. In the appendix is a rich list of general references, 
sources of free and inexpensive health education materials, a 
check sheet on school sanitation, a check sheet on the health 
content of courses in University High School (University of 
Minnesota) and a sample unit on alcohol, tobacco and narcotic 
drugs. 

The book is well organized and is specific as well as compre- 
hensive, telling exactly what to do and how to do it in definite 
situations. It is attractively made with a photogravure cover 
rendered washable. It is adequately indexed and well illustrated. 
Its interest to the physician lies in the fact that he is often 
called on for advice with regard to curriculum materials and 
health teaching guides. He cannot do better than recommend 
Dr. Grout’s book. 


Your Diet for Longer Life. By James A. Tobey, Dr.P.H., LL.D. Cloth. 
Price, $3.50. Pp. 280. Wilfred Funk, Inc., 227 E. 44th St., New York 17, 
1948, 

Doctor Tobey has applied his recognized capability for lively 
and interesting writing to the presentation in popular form of 
the well known and essentially uninteresting material about diet. 
The book completely describes the essential facts about food 
in their relationship to longer and better life, reducing, putting 
on weight, diet and reproduction, better teeth, dieting for 
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personal beauty, the truth about acidosis, vitamins and all the 
other lures which health educators have endeavored to employ 
in the almost hopeless task of making people eat as they should 
instead of as they wish. It is a good manual for reference and 
is as readable as such a book can be expected to be. It is 
scientifically accurate and may be recommended by physicians 
to patients who want more information than is usually contained 
in the practicing physician's dietary listings. 


Cloth. Price, 
42nd St., New 


Therapy Through Interview. 
$4.50. Pp. 313. McGraw-Hill 
York 18, 1948. 


By Stanley G. Law, M.D. 
Book Co., Inc., 330 W. 


Dr. Law has written an extremely interesting book. He has 
obviously combined a rather good knowledge of dynamic 
psychology with great intuition and a real interest in psycho- 
somatic medicine. The casual reader may get the impression 
that psychotherapy is a rather simple procedure even though 
the author did not intend to convey this impression. Also, one 
may suspect that he is led more by intuition than by sound 
scientific knowledge. These are, however, minor criticisms 
and do not detract from the book’s value. Certainly if the 
tremendous need for psychotherapy, particularly in the treatment 
of psychogenic symptoms, is to be anywhere near satisfied, 
approaches such as outlined in this book must be learned and 
utilized. The book is well worth reading by every physician 
regardless of specialization. 


X-Ray Diffraction Studies in Biology and Medicine. By Mona Spiegel- 
Adolf, M.D., Professor of Colloid Chemistry and Head of the Depart- 
ment of Colloid Chemistry, Temple University School of Medicine, Phila- 
delphia, and George C. Henny, M.S., M.D., Professor of Medical Physics 
and Head of the Department of Physics, Temple University School of 
Medicine. Cloth. Price, $5.50. Pp. 215, with 86 illustrations. Grune 
& Stratton, Inc., 381 Fourth Ave., New York 16, 1947. 

This book is the first comprehensive survey on roentgen 
ray diffraction studies in biology and medicine. The informa- 
tion gathered by the authors indicates that the true amorphous 
state is rarely encountered and that many biologic materials 
such as muscles and nerves, which might be expected to show 
complete randomness of structure, yield roentgen ray diffraction 
patterns indicative of systematic arrangement. Valuable infor- 
mation on carbohydrates, amino acids and their derivatives, pro- 
teins, nucleoproteins, lipids, steroids, bones, teeth and concretions 
is revealed by the diffraction studies of the authors and others. 
A large bibliography is included. 

Mathematical treatment is held to a minimum. 


Elsevier's Encyclopadia of Organic Chemistry. Edited by bP. Josephy 
and F. Radt. Volume 13: Tricyclic Compounds. Series III, Carbolso- 
cyclic Cond dC nd Cloth. Subscription Price, $78; Serial 
1265. Elsevier Publishing Co., 





Price, $91; Volume Price, $104. Pp. 
Inc., 215 Fourth Ave., New York 3, 1946. 

Volume 14, the first of this 20 volume series to be published, 
was reviewed in THe Journat, Aug. 23, 1947, page 1515. 
A general description of the purpose and plan of the proposed 
series appeared in this review. 

Volume 13 covers the chemical and physical properties, 
occurrence, synthesis and preparation, purification and reactions 
of the tricyclic organic compounds. Fluorene, acenaphthene, 
anthracene, phenanthrene and their ketone, alcohol and quinone 
structures and numerous derivatives are considered in detail. 
The rest of this book is concerned with lesser known tricyclic 
compounds. 


The Hospital Care of Neurosurgical Patients. By Wallace B. Hamby, 
M.D., F.A.C.S., Professor of Neurology and Neurological Surgery, Unl- 
versity of Buffalo School of Medicine, Buffalo, New York. Second edition. 
Cloth. Price, $3. Pp. 156, with 30 illustrations. Charles C Thomas, 
301-327 East Lawrence Ave., Springfield, Illinois, 1948. 

This useful text, now in its second edition, has met with 
popular approval from house officers, general practitioners and 
nurses since its first edition. Its chief value is the clear 
concise way in which the author presents the problems of the 
neurosurgeon as encountered in hospital practice. The — 
has covered the field with care, so that a general knowledge of 
this highly specialized field results from a careful reading © 
the book. In view of the increasing importance of | 7 
surgery, it is a great boon to young men entering internships 
and to nurses interested in surgery and postoperative care. 
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Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES, THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
ANY OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
ANONYMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED, Every LETTER MUST CONTAIN THE WRITER'S NAME AND 
ADDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


MYOPATHIES 
To the Editor:—What are the cause, etiology, symptoms, types and medical 
treatment of (1) muscular progressive myopathic atrophy, (2) muscular 
progressive myelopathic atrophy and (3) muscular progressive neuritic 
atrophies? M.D., New Jersey. 


ANSWER.—The terms used to designate the various syndromes 
and diseases with muscular weakness and atrophy as the primary 
signs are not as yet clearly defined in neurologic literature. The 
hereditary, familial and congenital aspects, however, of many of 
the muscular dystrophies and myopathies allow for broad group- 
ings under these terms. Perhaps the simplest c’assification, and 
that most widely adopted, is the one used by Aring and Cobb in 
1935. These authors used the term “primary” muscular atrophies 
to designate one large class, with subheadings of sporadic and 
familial diseases. The commonest clinical types of sporadic pri- 
mary muscular atrophies are progressive muscular atrophy, in- 
cluding bulbar paralysis, and amyotrophic lateral sclerosis. In 
this group also is classed amyotonia congenita, a disease the 
cause of which appears to be a lack of development of muscle 
fibers, although there may be some changes in the Betz cells of 
the corticospinal tract. 

Most of the other muscular atrophies are familial in type and, 
in turn, are divided into two groups; first, the myopathic dis- 
eases, in which the histopathologic changes, if any, are limited 
to the muscles themselves or to the endocrine glands, and the 
second group of strongly inherited diseases which have muscular 
atrophies usually secondary to changes in the cells of the spinal 
cord. The latter class, called myelopathic diseases, are true 
system diseases. 

1. Muscular Progressive Myopathic Atrophy.—It is presumed 
that this term refers to the so-called myopathies, of which the 
principal ones are myasthenia gravis, family periodic paralysis, 
progressive muscular dystrophy, myotonia congenita and dys- 
trophia myotonica. The etiology, in the strict sense of the word, 
is not known of any one of these diseases. In myasthenia gravis, 
however, the disease is presumed by most investigators to be due 
to a disorder of the chemical constituents at the myoneural 
junction, primarily the cholinesterase and the acetylcholine. The 
symptoms and medical treatment of this disorder have been 
extensively investigated by Viets and others, who have outlined 
the modern treatment with neostigmine. Family periodic paraly- 
sis, a hereditary disease, is associated with low levels of potassium 
in the blood serum. Attacks can be terminated by the oral admin- 
istration of potassium chloride, as pointed out by Talbott and 
others. Little is known about the etiology and treatment of pro- 
gressive muscular dystrophy. The disease occurs in many forms, 
but medicine is not much beyond the descriptive stage of the 
clinical state in the elucidation of the problems associated with 
the dystrophies in general. At present a recognized, effective 
treatment is not available. Vitamins have not been of distinct 
therapeutic value. Myotonia congenita, or Thomsen’s disease, a 
hereditary condition usually occurring in childhood and persist- 
ing through life without much evidence of muscular atrophy, has 
been shown to respond to treatment with quinine. Thomasen’s 
recent monograph has brought our knowledge of this disease 
up to date. 


2. Muscular Progressive Myelopathic Atrophy.—The chief dis- 
eases in this group are infantile muscular atrophy, hypertrophic 
neuritis, peroneal muscular atrophy, Friedreich’s ataxia and one 
or two other similar conditions. The pathology of these diseases 
gives evidence of close relationship. All are system diseases, with 
changes in the central nervous system. In hypertrophic neuritis 
there are additional conspicuous lesions outside of the central 
nervous system in the nerve trunks. In some instances hyper- 
trophic neuritis may be associated with congenital optic atrophy 
and with other myelopathic syndromes. There are many sub- 
varieties. Cobb believes that we should classify them under a 
general heading of familial system diseases of the neuraxis. 

Tr etiology is unknown, and there is no specific treatment 
for any one of them.:As in many of the other muscular atrophies, 
extensive clinical observations have been made, and their symp- 
tom complex is well recognized. 

3. Muscular Progressive Neuritic Atrophies—These have been 
referred to under 3 





QUERIES AND MINOR NOTES 271 


The fullest discussion of the whole group is contained in the 
chapter on spinomuscular and muscular diseases in Wilson’s 
“Neurology,” although the classification used is somewhat dif- 
ferent from and a little more complicated than the one used by 
Aring and Cobb. 


Reference: 
Wilson, S. A. K.: Neurology. 2 vols. London: Edward Arnold & 
Co. 1940, pp. 975-1005. 


PENICILLIN AND FUNGICIDES 
To the Editor:—Is penicillin locally helpful in the treatment of mycoses? 
L. Edward Giovine, M.D., Woodside, N. Y. 


Answer.—Penicillin is entirely useless in the local treatment 
of superficial fungus infections in man. Most pathogenic strains 
or species of the dermatophytes have been tested in vitro and 
proved to be resistant to penicillin in concentrations of 500 or 
more units per cc. (Fleming, R. S., and Queen, F. B.: Penicillin 
Resistance. II Of Fungi, Am. J. Clin. Path., 16:66, 1946). 

Pathogenic dermatophytes themselves produce substances 
resembling penicillin (Peck, S. M., and Hewitt, W. L.: Produc- 
tion of Antibiotic Substance Similar to Penicillin by Pathogenic 
Fungi (Dermatophytes), Pub. Health Rep. 60:148, 1945), 
although they have incomparably less bactericidal effect. That 
there is some relation between penicillin and antigens produced 
by dermatophytes is substantiated in clinical experience by the 
frequent appearance of “dermatophytids” (localized or genera- 
lized allergic eruptions) following systemic administration of 
penicillin in patients who are carriers of dermatophytes. This 
reaction is similar to that following the injection of dermatophyte 
vaccines in allergic individuals. ‘ 

Theoretically it might seem useful to add penicillin to fun- 
gicidal preparations for the purpose of combating secondary 
bacterial infection which often accompanies fungus infections. 
However, the local application of penicillin carries with it the 
danger of cutaneous or general sensitization. This danger is 
so serious that warnings have been issued against the indis- 
criminate local application of penicillin to the skin surface (seé, 
for instance, Sulzberger, M. B., and Baer, R. L.: Year Book cf 
Dermatology and Syphilology, Chicago, Year Book Publishers, 
1946, p. 12). Unnecessary local application may cause sensiti- 
zation of such degree that later, when penicillin might be vital, 
its systemic administration is precluded. For combating secon- 
dary bacterial infection in dermatomycoses the traditional though 
less potent bactericides such as ammoniated mercury are entirely 
satisfactory. Their use leads less often to sensitization, and its 
consequences, if it occurs, are less serious. 


PARENTERAL QUINIDINE 
To the Editor:—Is there a preparation of quinidine which may be iniected 
hypodermically or intramuscularly? 

Dr. Tom Spies, in his monograph, “Rehabilitation Through Better Nutri- 
tion,” in figure 20, exhibits a reduction in the size of a patient’s dilated 
heart following the use of thiamine. Have such satisfactory effects been 
reported following the use of nicotinic acid, nicotinamide or coramine? 

M.D., Montana. 


Answer.—The report of Sturnick, Riseman and Sagall (THE 
Journat, March 20, 1943, p. 917) includes directions for the 
sterilization and ampuling of a parenteral solution of quinidine 
hydrochloride prepared according to the following formula: 


Gm. or Ce. 
Quimidine hydrochloride «0.2... cccccscscccscesess 15 
I iia aed sh ely 4 are iso oo x Ohio em 15 
CE RAC eeahacadhed ss0s Vuce eee kéaseuns siete 20 
eee Tre. Fee to make 100 


The Bulletin of the American Society of Hospital Pharmacists 
has indicated that a “small number of 10 cc. ampules of quinidine 
lactate with 0.65 Gm. per ampule may be obtained for experi- 
mental use by cardiologists if they write directly to Dr. Kenneth 
Kohlstaedt, Medical Department, Eli Lilly and Company, Indian- 
— Indiana.” The recent report of Katz (Tue Jounat, April 
17, 1948, p. 1028) includes information on parenteral use of 
quinidine, but mention is not made of a commercial source of 
supply. 

The illustration in the Spies monograph to which the corre- 
spondent refers relates to a case of beriberi heart disease in 
which decrease in heart size followed parenteral thiamine 
therapy. Evidence that this particular manifestation of thiamine 
deficiency has been effectively treated with nicotinic acid, nico- 
tinamide, or nikethamide (“coramine”) is lacking. Cardiac dilata- 
tion reported in this case was due to a specific vitamin deficiency. 
Evidence that cardiac dilatation from other causes will respond 
to thiamine or to any other vitamin is absent. 
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CHRONIC URTICARIA 
To the Editor:—A mole patient aged 44 has had recurrent hives since 
January 1948. Physical examination did not elicit abnormality except 
for a mild spasticity of the colon. The patient was hospitalized ond 
given large doses of diphenhydramine hydrochloride intravenously for 
about one week with some improvement. He was sent home with the 
instructions that he should take 4 to 8 (50 mg.) capsules of diphenhydra- 
mine hydrochloride a day as needed for the hives. After six months 
of medication with this drug he came *to me for further treatment. 
Skin tests for food allergy revealed strong positive reactions to yeast, 
chicken, lamb, shrimp, trout, cheese, string beans, sugar cone and sev- 
eral other foods. |! gave him a diet to follow, and have also given 
him calcium intravenously with some improvement. The hives bother him 
about 3 a. m. He feels hungry all the time, and it seems that when 
he eats to satisfy himself he is more apt to have the hives. | also 
gave him thyroid, 1 grain (60 mg.), daily. A dermatologist suggested 
that he spend three weeks away from home. He did this, but while 
he was away he became worse. This patient has been cooperative, but 
after seven months of the hives he is becoming impatient. He is some- 
what nervous, but he takes phenobarbital when he needs it. Is there 
anything else that | might do for him? | have tried him on the other 
new drugs such as tripelennamine hydrochloride and ‘‘thephorin” 
(2-methyl-9-phenyl-1, 3, 4, 9-tetrahydroindeno [2.1-C] pyridine) without 
avail. M.D., Colorado. 


\nswer.—Chronic urticaria usually can be traced to one of 
the following: drugs, foci of infection, foods or psychogenic 
factors. Less often physical agents such as heat, cold, light 
rays or exercise; endocrine abnormalities; or external agents, 
uch as insect bites, vapors or dust, may initiate an attack. It 
seems that almost any abnormality may be the underlying source 
of chronic urticaria, even slight dermatophytosis. Therefore, it 
is essential that a painstaking and searching history be taken on 
the chance that it may reveal absorption of a chemical from an 
unusual source such as from toothpaste, nose drops or cosmetics. 

Skin tests, unless expertly performed, are apt to give mis- 
leading results when performed on a skin subject to urticarial 
lesions. When foods are suspected, they sometimes can be 
identified by means of a diet-elimination regimen in which the 
patient, after having water only for one day, gradually adds a 
simple foodstuff to the diet, one thing at each meal. An accurate 
diet record should be kept. One should first examine the patient 
carefully for hidden foci of infection and other abnormalities, 
even to the point of examining catheterized specimens of urine, 
prostatic smears, roentgenograms of the sinus cavities and the 
cholecystic system. The patient should be observed in the 
meantime and questioned repeatedly for evidence that might 
establish a psychogenic origin. Throughout the investigative 
phase, he should receive no drugs. Later, if necessary, one may 
cautiously prescribe antihistaminic preparations or ephedrine 
sulfate, 3¢ grain (25 mg.) four times daily, and empirically 
mercury with chalk, and perhaps cholagogues, laxatives and 
mild sedatives 





COLLAPSE THERAPY 
To the Editor:—With use of “lucite” plumboge in pulmonary tuberculosis 
collapse therapy have there been reports of “lucite” irritation as a 
cause of carcinomatous lesions? Are there other reported complications 
from use of “lucite” in pulmonary collapse therapy? 5. Nebraska. 


Answer.—lIn pulmonary tuberculosis the use of “lucite balls” 
and paraffin (surgical) in an operation known as extrapleural 
pneumonlysis does not cause malignant lesions. The surgeon 
who used “lucite balls” first, stopped after the 26th operation 
because they traveled. Surgical paraffin, however, acts as a 
firm mold and fills any contour of collapse. Both paraffin and 
lucite are foreign bodies. Any pleural space can receive paraf- 
fin, but in one with a thin pleura “lucite balls” are contra- 
indicated since they will tear tissue and allow the balls to 
migrate. In any operation for tuberculosis the biggest complica- 
tion is tuberculosis. 


RAGWEED IN HONOLULU 
To the Editor:—What is the giant rag weed situation in Honolulu? 
Lester Neuman, M.D., Washington, D. C. 


Answer.—Giant ragweed plants do not grow in Honolulu or 
in any part of the Hawaiian Islands. Common ragweed is found 
in a restricted prairie area south of Waimea (Kamuela) on the 
northern part of the Island of Hawaii. The prevailing northeast 
winds cannot possibly carry the relatively small amount of 
pollen from these weeds to any city or village on Hawaii or any 
of the other islands of the group. False ragweed (Franseria 
strigulosa) is a common roadside plant from Pearl Harbor 
northward to Haleiwa and along the north shore of the Island 
of Oahu. The total acreage of these weeds is comparatively small 
and the prevailing northeast winds carry the pollen away from 
Honolulu rather than toward the city. y Pvt w= pollen tests 
made by a local allergist over a period of eleven months did 
not reveal a single grain of ragweed pollen. 
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MONGOLISM 

To the Editor:—Please send information regarding infants with mongolism. 
What can be done for this condition? 

W. E. Lewis, M.D., Kansas City, Mo. 


Answer.—Ingalls has published a detailed study of the patho- 
genesis and etiology of mongolism in the American Journal of 
Diseases of Children of March and August 1947. No specific 
treatment is known to be effective in the amelioration of the 
syndrome. Numerous attempts at endocrine therapy have met 
with indifferent results. Any teaching hospital, “top flight” 
clinic, certified pediatrician or experienced general practitioner 
should be able to make the diagnosis during the first year of 
life. Often it can be made at birth on the basis of the charac- 
teristic physiognomy, brachycephaly and frequently associated 
stigmata such as dwarfed middle phalanx of the fifth finger, con- 
genital heart disease, malformed ears and other malformations. 


Placement is highly advisable (Aldrich, C. A.: Am. J. Ment. 
Deficiency, 52:127, 1947), in order to allow other or future 
children a normal home. A child with mongolism will adapt 
happily, quickly and permanently to a custodial environment. 
Placement is the kindest thing which can be done to the afflicted 
person and is so obviously indicated from both the parents’ 
and society’s point of view that the only single contrary argu- 
ment is sentiment so divorced from reality that it is closer to 
sentimentality. 

A ray of hope exists—not of cure, but of prevention. All 
epidemiologic evidence points to maternal factors as the cause 
of mongolism. Repetition of the disease in the same family is 
so rare that the risk is ordinarily no contraindication to future 
pregnancy. A complete checkup of the mother’s health is first 
indicated, with positive measures to remedy any chronic, sys- 
temic, endocrine or gynecologic disorder. 


COMBINATION OF ANTIBIOTICS 
To the Editor:—Is there a contraindication to the combined use of penicillin, 
Streptomycin and sulfadiazine? Can penicillin and streptomycin be com- 
bined in the same isotonic sodium chloride solution and given together? 
Can morphine or codeine be added to this solution, thereby eliminating 
additional annoyance to the patient? 
Glenn T. Howard, M.D., Pearsall, Texas. 


Answer.—Combined use of penicillin, streptomycin and sulf- 
adiazine is permissible. Although the spectrum of activity of 
each of these is different, they are frequently used in combination 
in treating mixed bacterial infections. Penicillin and strepto- 
mycin may be given together in the same syringe. Solutions 
containing the two antibiotics should not be kept for more than 
a few hours, since the acid salts of streptomycin may tend to 
inactivate the basic salts of penicillin. This would not occur 
rapidly, so that such mixtures would probably be stable for 
several hours. 

Although reports of the effects of mixtures of morphine or 
codeine and the antibiotics are not available, these narcotics are 
marketed as acid salts; there is therefore a possibility of pharma- 
ceutic incompatibility with penicillin. Before preparing such 
mixtures, one should make a study of possible incompatibility. 
If not incompatible the drugs could be combined extemporane- 
ously in a single injection. 


LESIONS OF FRONTAL AND PONTINE AREAS 
To the Editor:—What are the diagnostic signs in the eye which would 
distinguish a lesion in the frontal lobe from one in the pons if both 
produce paralysis of lateral gaze? M.D., North Dakota. 


ANSWER.—The most characteristic, but uncommon, ocular 
sign of a lesion of the frontal lobe is the so-called Foster- 
Kennedy syndrome: true retrobulbar neuritis with formation of 
a central scotoma and primary optic atrophy on the side of the 
lesion together with concomitant papilledema in the opposite 
eye. Nearly always depression or loss of the sense of smell 
is found on the side on which the retrobulbar neuritis has 
occurred. 

The ocular sign most characteristic, and again uncommon, of 
pontine tumors is paralysis of the sixth nerve on one side with 
an opposite-sided hemiplegia combined with inability to move 
the eyes conjugately to the side of the lesion (Foville’s syn- 
drome). 

Paralysis of lateral conjugate movements may occur with 
hemispheric or pontine lesions, and unless the lesions are 
bilateral the paralysis is likely to be transient. The differential 
diagnosis is discussed Bielschowsky (Paralysis of the Con- 
jugate Ocular Movements of the Eyes, Arch. Ophth. 13:509, 
1935) and Walsh (Clinical Neuro- ,, Baltimore, 
Williams & Wilkins, 1947, pp. 123, 296, 1143 and 1215). 
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QUERIES AND 
USE OF DIGITALIS IN PEDIATRICS 


To the Editor:—What are methods, doses and drugs for rapid and slow 
digitilization in pediatric practice? What doses and methods of 
administration of quinidine are recommended for infants? |! refer to 


supraventricular tachycardia. M.D., Massachusetts. 


ANnswerR.—Large doses of digitalis should not be given to 
patients with cardiac disease during the active, febrile stage of 
rheumatic fever or any other manifestation of rheumatic dis- 
ease. Large doses may produce heart block or arrythmia. 


Ordinarily, digitalis should be given by mouth, usually about 
1% grains (0.1 Gm.) once or twice daily. If nausea or slowing 
of the pulse should develop, digitalis should be discontinued for 
several days until symptoms of intoxication have disappeared. 
\Vhen difficulty occurs in the oral administration, the drug may 
be administered by rectum (15 to 30 minims [1 to 2 cc.] of the 
tincture diluted with 1 ounce [30 cc.] of water). When the 
pulse rate has been reduced, the dose should be diminished to 
15 minims diluted with 1 ounce water, once or twice daily. The 
use of digitalis in pericarditis is dangerous. There are few if 
any indications for the use of quinidine in heart disorders of 
childhood. Auricular fibrillation is rare, and it is doubtful 
whether the administration of quinidine would help. The dose 
of the drug for children is usually stated as 1 to 1% grains 
(60 to 100 mg.) two to three times daily, or in any given case 
the dose would be calculated on the basis of the age and weight 
of the child. 


KERATITIS SICCA 
To the Editor:—A male patient, aged 69, has a negative history up to 
1945, when glaucoma of both eyes was diagnosed. Two posterior scle- 
rotomies (trephines) were done in each eye within a period of six 
months before the pressure remained normal. Throughout the period 
of treatment he has been given a host of drops to instil into his eyes. 
During the pest year he has had an irritated right eye with sensa- 
tions of burning, smarting, and photophobia relieved only when the 
eye is closed. Six ophthalmologists have made a diagnosis of chronic 
catarrhal conjunctivitis. Purulent discharge, excessive lacrimation and 
positive colors are absent. On gross inspection the conjunctiva 
appears normal. Clinical examination and ail laboratory investigations 
have been negative. Treatment locally in addition to the many instilla- 
tions, has included hot applications, cold applications and flushing with 
normal saline. General treatment has included sulfadiazine, penicillin, 
salicylates, antihistamines, and sedatives. The patient is a business 
man and the constant irritation is making a psychoneurotic of him. 
Please discuss this condition. M.D., New York. 


ANswer.—It is not likely that glaucoma nor the use of 
miotics is directly accountable for the irritation of the right eye. 
For two and one half years miotics have not been necessary 
and presumably not used. Other solutions instilled into the 
eyes have been used to arrest such sensations as burning, smart- 
ing and photophobia of one eye only. Evidently the symptoms 
are not evidences of drug sensitivity. In view of the negative 
cultures and the nearly normal appearance of the conjunctiva, 
there is little probability that the symptoms are caused by 
infection or malfunction of the lacrimal drainage apparatus, 
and it would seem that the eye has been subjected to unnecessary 
and unwarranted medication with antibacterial and antibiotic 
agents used without usual indications. The symptoms are those 
of insufficient lacrimyal secretion. Relief by closing the eye, 
protection from rapid drying of the cornea, is a common 
experience in keratitis sicca. Schirmer’s test and slit lamp 
inspection of the corneal epithelium following staining with 
fluorescin solution may tell the story. If keratitis sicca is 
found, artificial tears containing his own blood serum will prob- 
ably give the greatest and most prompt relief. In any event 
the instillation into the eye of medicinal solutions should be 
kept to a minimum and sedative ointments used only after patch 
tests have indicated lack of drug sensitivity. 


CIRCUMCISION 
To the Editor:—What are indications for circumcisions? This type of 
surgery has become almost routine in this community, and the question 
hos arisen as to its merit in newborn infants. What is the attitude 
gf the American College of Pediatrics, and the American College of 
gery in this regard? S. R. Parkinson, M.D., Marysville, Calif. 


ANswer.—It is generally conceded that routine circumcision 
of the newborn is definitely indicated and should be done, not 
only for cleanliness of the genitalia, but also to prevent future 

sis, periphimosis and balanoposthitis. The American 
College of Surgeons does not give a definite opinion on this 
subject, and, as far as can be determined, neither does the 
American Society of Pediatrics. 
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TASTE ABERRATION 


To the Editor:—A patient, aged 42, has had a nauseating taste in her 

mouth for the past four years. She has the impression that this taste 
is worse when the saliva flows into the mouth. This offensive taste 
appeared shortly after having a cavity in her second right inferior 
moler cleaned and filled. She consulted me two years after having 
this dental attention. Prior to her visit she had had various medicinal 
treatments, as well as psychic therapy, all to no avail. |! encouraged 
her to have the filling removed and a temporary one inserted for a 
few months, which was done, but without any relief. She had a slight 
nasal obstruction which was corrected and also a tonsillectomy, hoping 
to obtain some alleviation, but without result.- |! referred her to a 
specialist in gastrointestinal diseases, who was unable to help her. She 
was given potassium iodide, sulfanilamide and frequent application of 
silver nitrate (4 to 8 per cent) about the mouth. She has been tested 
for allergy and is sensitive to wheat, corn, and a few other foods, 
all of which have been omitted for one or two weeks at a time. Cos- 
metics have been omitted without benefit. Evidence of any pathologic 
condition is lacking. Please suggest treatment. M.D., Ohio. 


ANSWER.—The four year stable persistence of the complaint, 
with the absence of an obvious local or regional lesion or infec- 
tion, in a woman aged 42 years, with a failure to respond to 
the many therapeutic approaches, would suggest that the cause 
is psychoneurotic. A situational intolerance, the climacteric and 
hysteria may all include abnormalities of taste. 

Taste aberrations may also result from secretions or accre- 
tions, from infections of the upper and the lower respiratory 
tract, from a fault in sensory reception, conveyance and inter- 
pretation, and from an association-memory cause. It is supposed, 
from the report, that the tongue, salivary glands, teeth, gums, 
breath, sinuses and lungs are normal; all of these may cause a 
disagreeable taste if they are abnormal, and should be checked 
again for certainty. 

The three drugs which have been taken for therapy may 
themselves cause a “bad taste,” as do numerous others. It should 
be certain that she is not using an unmentioned laxative, 
bromide, tonic, nasal solution or unusual diet ingredient, since 
some of them may be causatiye. The dentifrice or mouth wash 
which she uses should be investigated. Food particles, especially 
meat, may become foul in a few hours, and may be caught each 
day in the same spaces between teeth; this factor may be ruled 
out by regular use of dental floss and a refreshing, astringent 
zine chloride mouth wash. 

Since “flavor” is composed of both smell and taste elements, 
and since nausea was mentioned, a nasal cause should be sought. 
Glossitis, allergy and differences of electric potential are origins 
which seem to be excluded. 

To decide whether the quantity or quality of saliva is of 
importance, two tests may be made. Give her (without describ- 
ing its possible effect) a tablet (15 mg.) of neostigmine bromide 
after one or two meals; profuse watery saliva should result. 
A tablet of homatropine methylbromide may be given fifteen 
minutes before each of several meals; a decrease in saliva flow, 
as well as a gastric relaxation, should result. | 

If all these observations are of no help, obtain the impression 
of a good neuropsychiatrist. He can quickly check the taste 
areas of the tongue, exclude a remote uncinate cause, and probe 
the emotions for a functional origin. 


INCREASED LIBIDO OF MENOPAUSE 


To the Editor:—A patient has complained of abnormal sex desire for the 
last two years. She is a white woman aged 45 years who has started 


the menopause syndrome. She did not have such symptoms until about 
the onset of menopause. What is the diagnosis and treatment of this 
case? M. K. Braly, M.D., Mooreland, Oklo. 


ANSWER.—Most women note a gradually decreasing sex 
desire following the onset of the menopause, although this factor 
varies with different women. Some few women note a decided 
increase in libido, sometimes accounted for by the absence of 
fear of pregnancy. Sometimes patients say that estrogens 
increase their sex desire. A thorough pelvic examination should 
be done to rule out hormone-producing tumors of the ovary. 
Occasionally androgens will decrease this disturbing symptom, 
but they should be used guardedly and not in sufficient quan- 
tities to masculinize the patient. 

There is frequently a psychogenic condition underlying such 
phenomena, as the libido pattern is usually established before 
the onset of the menopause and it usually does not change 
greatly. 

Other questions to be considered are: What are her sexual 
outlets (husband, family, children)? Is she frustrated? Are the 
talk of other women and her reading habits healthy? Psycho- 
therapy plus small doses of phenobarbital and a busy schedule 
can frequently be combined to subdue the disturbing problem. 

















AND 


QUERIES 


CELIAC SYNDROME 


To the Editor:—Please outline therapy for celiac syndrome excluding protein 
milk and benona flakes. What other foods can a child eat? Can the 
patient take diabetic foods, since they are low in carbohydrate content? 


M.D., Massachusetts. 


\nswer.—The most important consideration in undertaking 
therapy of a child with celiac syndrome is correct diagnosis. 
Infants and children with celiac syndrome have distended abdo- 
mens, wasting and bulky foul stools. These symptoms may arise 
from a variety of causes including infection, absence of secretion 
from the pancreas as in fibrosis of the pancreas, disturbance of 
function of the bowel due to congenital abnormality of the 
intestine, parasitic infestation and a number of other disease 
states which will interfere with intestinal digestion. It may be 
assumed that the child has intestinal malabsorption for which no 
cause has been found and that an idiopathic intestinal insuffi- 
ciency presumably due to faulty absorption by the intestinal 
mucosa itself exists. A careful search should have been made 
for all underlying conditions which could produce these symp- 
toms 

Children with “celiac disease” or idiopathic intestinal mal- 
absorption may ordinarily be easily managed by dietary therapy. 
Most severe forms can usually be successfully treated with ordi- 
nary skim milk, cottage cheese, lean meat and junket. 

First give skim milk up to 8 ounces five times a day and add 
the other foods one at a time only as is required by increasing 
appetite. The diet should not be elaborated until the abdominal 
distention is receding, the stools have become more nearly normal 
and the child's appetite has improved. Infection requires imme- 
diate reduction of the diet to milk. Orange juice is usually 
tolerated. Any form of starchy carbohydrate food such as rice, 
potatoes, bread or pudding should be rigorously excluded from 
the diet until recovery is complete, often two or three years 
ifter the institution of treatment. Proceed cautiously with the 
simple foods enumerated and do not attempt too rapid progress 
and overtax the digestion of the child. If this principle is adhered 
to, a variety of simple foods are often tolerated, with the excep- 
tion of starchy carbohydrates, which are the least tolerated of 
all. The items mentioned will provide ideal nutrition for a child, 
and there does not appear to be any advantage in diabetic foods 
vhich would compare unfavorably in nutritive content. Simple 
pureed vegetables would be the next item to be added when the 
loods listed have been well tolerate¢ for a long period. No matter 
how poor the appetite, these things will be taken if offered in 
appropriate amounts and the diet adhered to in the face of the 
demanding and capricious appetite characteristic of these children 
during their difficult phase. Accessory food factors such as 
vitamin A, D, C and B complex should be provided in liberal 
umounts and are well tolerated in any acceptable preparation 


PETROLEUM CARCINOGENICITY 
To the Editor:—Are the following substances carcinogenic: (1) white petrol- 
eum jelly, (2) yellow petroleum jelly, (3) dark red veterinary petroleum 
jelly, (4) wool fot and (5) “aquaphor” (an ointment containing hydroxy! 
animal fats)? A. F. Liber, M.D., Temple, Tex. 


\nswer.—lIt is not known that any of the five substances 
mentioned are carcinogenic, but neither can it be definitely stated 
that they are not. Under conditions of ordinary use, they are 
not recognized to have carcinogenic activity. Because of low 
intensity or delay in attaining full effects, such activity might, 
however, have been overlooked. No record of scientific tests 
is readily found except in the case of wool fat, which has been 
used as a vehicle for testing carcinogenic substances. Under 
certain conditions, it reduces their carcinogenicity. Petroleum 
jellies are obtained from petroleum. The chemical composition 
of crude petroleums varies greatly with their field of origin 
and so, apparently, does their carcinogenicity. The latter varies 
also with the subsequent treatment to which the products are 
subjected. Products derived from petroleums having a high 
content of polycyclic hydrocarbons and asphalts are theoretically 
most dangerous 


ELECTRIC CONVULSIVE THERAPY 
To the Editor:—With usual or modified electroshock treatment has damage 
to the optic nerve more than transitory irritation such as seeing colors 
and sparks been described? = wigdimir G. Eliasberg, M.D., New York. 


Answer.—Neurologic complications following electric con- 
vulsive therapy are practically unknown. Even aggravation of 
previous neurologic conditions has not been observed. Patients 
taking “metrazol” (pentamethylenetatrazol) therapy report light- 
ning flashes and streaks of fire before their eyes, but these 
sensations are avoided with the electroshock treatment. Sub- 
conjunctival hemorrhages are the only ocular complication 
reported resulting from electroshock therapy. 


MINOR 








NOTES 








SUDDEN DEATH IN INFANTS 
To the Editor:—What are the usual pathologic findings in infants who 
die suddenly? M.D., South Carolina. 


ANnswer.—The pathologic findings in infants who die suddenly 
cannot be stated briefly. The causes of sudden death are prob- 
ably numerous. The older assumption that sudden death was 
due to thymic enlargement, or the so-called status thymico- 
lymphaticus, is no longer accepted. Some infants are smothered 
in bed by pillows or bedclothing. Occasionally, others are 
strangled by tapes, bands or cords becoming fastened about 
the neck. Others are asphyxiated by foreign bodies which 
become lodged in the trachea or bronchi. Sometimes the inhala- 
tion of fumes, acids or dusting powder causes asphyxiation. A 
common cause is the regurgitation of ingested food into the 
pharynx, followed by aspiration into the bronchi and lungs, 
causing suffocation and sudden death. Sometimes these patients 
die from an obscure and undiscovered visceral disorder. Pneu- 
monia has been the cause of sudden death. Meningitis may be 
malignant and produce fatal outcome in young infants before 
the disease is recognized; the same is true in the case of 
foudroyant scarlet fever. 


CONTAMINATED WELLS 


To the Editor:—The situation described in the query on “Contaminated 
Wells” (The Journal, Aug. 14, 1948) has occurred in slightly varying form 
on @ number of occasions over the years. My colleagues and | have 
gathered the facts in a number of cases and have given such aid and 
advice as we could. The hazard to the owner of the well and the user of 
the water is not that of exposure to lead, but rather of the ingestion 
of gasoline. The use of drinking water even slightly contaminated with 
gasoline will result in chemical gastroenteritis, with varying degrees of 
acute irritation of the central nervous system. This syndrome will develop 
promptly and long before there would be any chance of absorbing lead in 
significant amounts, and the acute character of this type of illness, once 
it has been seen, is such as to impress on one, forcibly, the fact, so little 
recognized by physicians or laymen, that gasoline in the alimentory tract, 
as in other tissues of the body, is a dangerous material. 

The fate of the tetraethy!l lead in leaded gasoline that leaches into a 
well is somewhat variable with the circumstonces. This lead compound, 
together with the dye in the gasoline, may be absorbed in the soil to 
such an extent that the original lead content of the gasoline is greatly 
reduced, perhaps to a negligible level. in any case, the lead compound, 
being insoluble in water, contaminates the water only to the extent of 
its presence in solution within the droplets of gasoline. separation 
of the gasoline from the water automatically separates out the lead. 
Incidentally, the dose of lead which can be taken in by drinking water 
contaminated with leaded gasoline is negligible, as a little calculation will 
show. Tetraethy! lead rarely occurs in gasoline in concentrations in excess 
of 1 part in 1,260 parts by volume, and, even in high octane caeronautic 
fuels, the highest concentration is 1 part in 800. At this maximum con- 
centration, the ingestion of 10 cc. of gasoline mixed into the water 
(a large, dangerous and highly distasteful dose) will result in the inges- 
tion of but 12 mg. of lead. Such a dose of lead (as tetraethy! lead) 
would be wholly insignificant, unless repeated frequently, and frequent 
use of such water would be impossible because of the prompt and certain 
intervention of acute gasoline intoxication. 

It is not practical, usually, to treat water from wells contaminated 
with gasoline (or petroleum) so as to make it potable. This can be done 
by letting the water stand until the gasoline separates, removing the 
separated gasoline and then filtering the remainder through activated 
charcoal. (incidentally, these procedures will remove completely any tetro- 

ethyl lead which may be in the gasoline.) However, the means of accom- 

plishing such filtration is inconvenient and expensive. It has been found 
possible, in several instances, to pump the water out of a well so com- 
pletely and over such a period of time as to remove the contaminant 
from the seepage bed of the well, thereby restoring the well to its former 
state. Weeks or months of pumping out and discarding the water may 
be required, but it is well worth the trouble if the desired result can be 
obtained. Whether or not this procedure is feasible depends on estab- 
lishing the source, and determining the probable quantity and spread, of 
the gasoline (or other petroleum product). The latter can usually be done 
through the cooperative efforts of the petroleum distributor or distributors 
whose products may be involved in suspicion. 

Robert A. Kehoe, M.D., University of Cincinnati 
College of Medicine, Cincinnati 19. 


PRESBYOPIA 

To the Editor:—\! am writing to take exception to your answer concerning 

presbyopia in the July 24 issue of The Journal, page 1176, to the 
inquiry of W. Q. Wolfson, M.D., of Chicago. 

The inquirer asks whether presbyopia is influenced by hormonal con- 
trols. The answer given is excellent but not complete. Nearly all oph- 
thalmologists have encountered patients whose powers of accommodétion 

decreased the expected. oy questioning patients, 











